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Some Medical Aspects of Gastroduodenal Ulcer’ 


BY ANTHONY BASSLER, M.D. 


Director and Professor of Gastroenterology in the New York Polyclinic Medical School and Hospital; Con- 
sulting Gastroenterologist to St. Vincent’s, People’s, Christ’s, Jewish Memorial and 
St. John’s Hospitals, etc., New York City 


In no part of internal medicine is there 
less known about the etiology of diseases of 
an organ than in the part which has to do 
with the stomach. Satisfied with hypotheses, 
we stand in ignorance of practically most of 
the pathologic and almost all of its func- 
tional disorders. Deducting from the vast 
array of literature on them, we still stand 
in poor relation to accuracy but are wealthy 
enough in controversy. Much has been 
learned about the diagnosis and the treat- 
ment of gastroduodenal ulcers, but the eti- 
ology vexes us as amateurs with assurance 
but without facts. A large share of the 
literature has been on the most interesting 
part of the subject, namely, its etiology. It 
is certain that until we know the etiology of 
ulcer, prophylaxis, diagnosis and cure will 
be somewhat in doubt. Whether it is due 
to submucosal infection strangulating the 
circulation and the digestion of the mucosa 
above it, some local disorder in the blood- 
vessels, unknown conditions pertaining to 
the gastric acid, trauma, or something still 
not thought of, we hope the future will 
finally disclose. 4 

In hospitals when a hemorrhage from the 


1Read by invitation before the Philadelphia County 
Medical Society. 


stomach or a shocked condition followed by 
melena occurred, it was enough for the 
house staff, many of the best internists and 
practically all of the surgeons, to make a 
diagnosis of ulcer upon. In some instances 
it often took days to convince them that 
other than an ulcer was present. This hap- 
pened regularly up to a year or two ago, 
but now not so frequently; still too much 
so, since so many of the hemorrhage cases 
brought in by the ambulance or otherwise 
are promptly referred to the surgical divi- 
sion as emergency cases. There is no 
doubt but that the majority of instances of 
frank hemorrhage from the stomach are 
other than ulcer cases. The records from 
those that were operated upon prove this, 
but even more so does the study of those 
who have come to the medical service where 
careful examinations were made. After 
observing a large number of frank hemor- 
rhage cases it seems conclusive that not only 
should they be considered medical at the 
start but also handled conservatively. Here 
and there one will die from hemorrhage, 
and not infrequently a hemorrhage from an 
ulcer, but after considering a large number, 
including those due to ulcer, I would recom- 
mend conservatism as a general routine. 
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Many of these frank hemorrhage cases as 
they lie on the stretcher or in bed with their 
white clothing and face spattered with blood, 
anxious, restless, frightened, and gasping 
for air, make quite a dramatic and alarming 
picture, but in a large group the rate of 
mortality is not large, perhaps not more 
than three per cent. The wise things to do 
are to accomplish rest of body, mind, and 
circulation, for which morphia is best; see 
that the patient is kept warm and that he 
abstains from food and fluid for twenty- 
four hours, then takes iced gelatin water, 
and after a few days a fluid diet like that 
used in ulcer. Carefully wash out the stom- 
ach with ice water to get the clots out so 
the stomach can contract down, and 
promptly instil a drachm or two of adrenalin 
solution, which does not raise the blood- 
pressure because it is not absorbed from 
the stomach. Unless an operation is to be 
done, a transfusion or an intravenous sa- 
line injection is rarely essential because both 
of these encourage more bleeding and obvi- 
ate one of Nature’s best methods of con- 
trolling hemorrlfage, namely, the lowering 
of the blood volume. Coagulants may be 
used, but I doubt their value. The final 
treatment depends upon the cause of the 
bleeding, and the common causes are the 
following: ulcers, varices, arteriosclerosis, 
cancer, hemorrhagic gastritis, cirrhosis of 
the liver, portal thrombosis with esophageal 
hemorrhage, organic heart disease, splenic 
anemia, chronic malarial spleen, general 
sepsis, uremia, blood dyscrasia, and there 
are some of unknown origin. 

Compared to years ago, things have 
changed markedly for the better in the 
diagnosis of acute perforations in the upper 
abdomen. It was not so long ago that one 
commonly saw the clinical picture of gen- 
eral peritonitis so definitely consequent to 
a late diagnosis. While my early hospital 


histories displayed frequent enough in- 
stances where we were not keen in making 
this diagnosis early, none are found in those 
of the past three years, and only two oc- 
curred in consultation practice. One of 
these was a Christian Scientist in whom 
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the prayers of Eddyism failed to repair a 
hole in a long neglected gall-bladder quickly 
enough to cheat the grave. In the other 
the perforation went posteriorly into the 
lesser sac, and the symptoms at the begin- 
ning were so masked that the discovery, 
while too late for real help, was pardonable. 

In one of our large hospitals two years 
ago a young interne’s row forced the entire 
house staff to take to other fighting quar- 
ters. A full new staff of sixteen young 
men just out of college was appointed to 
take their places. Part of my job was to 
tell them something about diagnosing acute 
perforations, and I told them only the es- 
sential points. In the first two years they 
had 37 perforation cases, and these young- 
sters promptly diagnosed every one but 
eight, and they were suspicious of five of 
these when they called upon the visiting 
staff. This good record was not due to the 
thoroughness of my instruction, but to the 
fact that they were on the lookout and that 
the diagnosis of perforation was easy. I 
missed two of the remaining three myself, 
but the abdomens wére opened, and it made 
no difference in the results. 

The characteristic clinical picture of 
acute perforation is that of penetrating 
gunshot wounds through the abdomen, of 
collapse, pallor and prostration, plus the 
terrific pain of sudden onset and its contin- 
uation, these coming on in a person previ- 


ously well to the moment of the onset. Of 


course, modified clinical types are seen, but 
they all present a picture that is more or 
less classic. Our experience has been much 
more limited in the subacute and chronic 
forms, and in the pseudo-perforation types 
has been entirely negative. 

In the diagnosis of gastroduodenal ulcer 
there has been a marked change for the bet- 
ter. Unfortunately, however, the diagnosis 
is made or suggested far more often than 
the ulcer really exists. There are many 
men in the profession whom the surgeons 
have taught that any chronic history with 
an element of pain promptly suggests an 
ulcer. Lately, because of its frequency, 
chronic cholecystitis is taking the place of 

















ulcer, and the ever popular appendix still 
has its mental hold as a reason with too 
large a number. In my experience the ac- 
curate diagnosis of ulcer of the stomach 
still remains difficult in a large proportion 
of the cases, while that of duodenal ulcer 
is comparatively easy. The reasons for 
this are many. The autopsy table proves 
so many whitish-gray deposits of scar tis- 
sue in the gastric mucosa in persons from 
whose past histories the symptoms of ul- 
cer are not obtainable that open gastric 
lesions must be common, and if a disasso- 
ciation or dissolution of mucosa is taken as 
the definition of ulcer, then more gastric 
and duodenal ulcers occur that are ever 
diagnosed or treated than those that are. 
This makes for readiness to such a diag- 
nosis when any sort of symptoms are pres- 
ent in a continued way. 

Far too many men are still depending 
upon the Einhorn string test. In five hun- 
dred straight-run cases of gastrointestinal 
disturbances from private records the 
string test was positive in 104—about 20 
per cent. In these 500 there were 37 cases 
of ulcer with the string test positive in 24 
(about two-thirds), and negative in one- 
third. Therefore the test is not of much 
value, especially since it is usually nega- 
tive when there is a large indurated ulcer 
or a penetrating one, the kind in which any 
worth-while test should be positive. I have 
given up the string test altogether and have 
not employed it for the past three years. 

To me, the diagnosis of ulcer by the 
#-ray alone is not an entirely safe clinical 
procedure. The stomach is a large organ 
and the ulcer is a small lesion. Cases have 
been operated upon because of permanent 
niches and no ulcer found at the site, and 
other cases showed persistent transverse 
spasm and also no ulcer. Still others had 
niches that disappeared on medical treat- 
ment for ulcer with complete subsidence of 
symptoms, and were operated upon and 
large ulcers found. But there are three de- 
ductions from the x-ray diagnosis of ulcer 
that often can be made. If the x-ray re- 
“port was that of ulcer and characteristic 
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symptoms were present, ulcer was generally 
found ; if the classical symptoms were pres- 
ent and the +-ray ‘was negative, ulcer was 
usually found; but if the symptoms were 
absent and the x-ray diagnosis was ulcer, 
the #-ray was wrong in more than half of 
the instances. In my opinion this means 
that the history and the symptoms are the 
most valuable factors in the diagnosing of 
this condition, while the +-ray examination 
is mostly of value in the confirmation of it. 
To depend upon an #-ray diagnosis of gas- 
tric ulcer alone in the absence of some 
suggestive symptoms is therefore liable to 
be futile. , 
Another error occurs in the application of 
the ulcer syndrome. There are instances of 
gall-bladder pathology, chronic duodenitis, 
obstructive conditions in the third part of 
the duodenum, states of congestive and 
fibrotic involvement of the head of the pan- 
creas probably with small isolated hemor- 
rhages, and even some instances of chronic 
interstitial appendicitis which give a syn- 
drome so closely simulating that of ulcer 
that error is easy unless these are kept in 
mind. To me the most valuable item in the 
history of ulcer is periodicity. Close search 
in the back histories of known cases proves 
this as a valuable handwriting on the wall. 
No amount of time given over to close 
questioning on this point is lost, and care- 
ful, close questioning and cross-examina- 
tion is generally necessary because the pa- 
tient never thinks it significant. Time and 
time again one can note this periodicity 
woven in and out over a period of years, 
and even though the attacks be slight, as 
they most often are, note of it should 
be made. This periodicity often occurs 
in the histories of the other aforemen- 
tioned disorders also, and therefore error 
in diagnosis is liable to creep in unless 
caution and thorough scrutiny are resorted 
to and the possibility of them all is kept in 
mind. Ulcer of the stomach and duodenum 
is never anything else, and anything else 
never should be called ulcer if. we are going 
to get anywhere in the subject. This sounds 
like a foolish statement, but I have the cour- 
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age to make it because much of the medical 
literature on ulcer warrants it, and one 
never wins on diamonds when spades are 
trumps, although you can often play a no- 
trump diagnosis hand and build a good repu- 
tation and practice upon it. Science, in- 
vestigation, the study of disease and statis- 
tics must be built on facts and not on as- 
sumption. 

Now as to medical treatment, in which 
let us be truthful and fair. What good are 
statistics that report such and such a per- 
centage of cures by medical means? A fis- 
sure, erosion or small soft ulcer, no doubt, 
heals along the most simple lines, often in 
spite of what you do, and often with no 
attention at all. These should not be thrown 
into the statistics of ulcer cures. The in- 
durated type that the eye of the pathologist 
sees when you say ulcer and what the mind 

‘of the clinician understands when you say 
ulcer is the only lesion that should concern 
us in this connection. Remember the vari- 
eties, locations, sizes, and depths, all differ- 
ent, with no two cases just alike. To say 
so many cases on this treatment with so 
many cures is bargaining for controversy, 
understating the facts and overrating the 
method. By the removal of focal infec- 
tions, giving attention to the positive Was- 
sermann cases, conduction of sensible treat- 
ment which combines rest of stomach, di- 
minution of irritation, perhaps continuous 
neutralization of acidity, careful dieting and 
attention to body states, tincture of time 
and essence of patience, no doubt, a con- 
siderable proportion of ulcer cases are cured. 
How many, I don’t know, because each 
batch of one hundred shows different re- 
sults. Here we have them through the Von 
Leube, Lenhartz, Sippy, duodenal tube and 
Coleman diets (which Jarotsky says was 
stolen from him—only the theft of an idea), 
with good, bad and indifferent results from 
all. The results from one hundred straight 
cases twelve years ago (when according to 
Sippy we did not know much about it), 
compared with one hundred cases of 1924, 
make it look as if we have retrogressed, and 

yet I definitely feel that we have made prog- 
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ress in the medical handling of this dis- 
order. Certainly it is proven that the older 
dietetic methods were more generally com- 
fortable and required fewer shifts and daily 
modifications than those of to-day. If you 
would compare equal groups of those treated 
by the Von Leube or Lenhartz method and 
those by the Sippy, you would arrive at the 
conclusion that so far as comfort from diet 
is concerned those on the older methods 
were better off than those on the Sippy and 
Coleman. In a considerable number the 
hourly feeding of fresh cream or fats with 
alkalies takes but a few days to bring about 
an undesirable condition, rarely seen when 
the older methods are used. If the results 
from the fatty types of diet would warrant 
the weathering of the distress on the part 
of the patient persistency would be worth 
while, but the records show that this is not 
the case. 

Whether you employ the initial -starva- 
tion and perhaps nutrient enemata and only 
milk for the first ten or fourteen days of 
the Von Leube method; the Lenhartz meth- 
od of raw eggs and milk; Senator’s, of gela- 
tin, lemon eleosaccharum with cream and 
butter ; Sippy’s eggs, milk, sugar and scraped 
beef ; or Coleman’s butter, olive oil, white of 
egg, glucose and water; it does not make 
much difference in the results that I can note. 
The majority will do well and will become 
free from symptoms on any of them; some 
would not get well on all of them. Why give 
a plan of dieting credit for it, and why bring 
out any more articles on different dietetic 
plans as they keep on recurring? Any bland 
form of fluid diet works as well as another, 
and why starve or use a duodenal tube for 
several days when every time a nutrient 
enema is given, or food is injected, gastric 
secretion is promptly reflexly established, 
and the longer food is withheld from the 
stomach the greater is the gastric juice se- 
cretion. Years ago there was a type of. 
ulcer case seen in the chlorotic young woman 
with intense pain and most intolerant stom- 
ach with serosanguineous vomiting which is 
not seen any more. If we should take this 
type of case and try the duodenal-tube-feed- 

















ing method, one would quickly conclude 
that while this type of treatment is attrac- 
tive, practically, it is not as worth-while as 
feeding by mouth, and I hold that if it is 
not so good in this type of ulcer it is no 
detter, if as good, in the average type seen. 
The only essential is small quantities of 
highly nourishing bland fluid foods, fre- 
quently repeated, so that approximately nu- 
tritive balance is maintained over the first 
three or four weeks in bed. Why bed? 
Because the enforced rest quiets the gastric 
peristalsis, diminishes the daily output of 
gastric secretion, calms the gastric sensibil- 
ity, and builds up nerve tone and vital 
, strength. 

In my opinion, the greatest benefits that 
come from dieting are not by any means 
wholly contained in the initial three or four 
weeks in bed. It is when these patients 
leave their beds that the real opportunity 
has arrived to begin the best part of the 
work, because if an ulcer is going to heal 
it takes six months to do it. For the first 
month at home the diet should be put back 
to first principles—milk, eggs, cereals, bread 
and butter, taking about 3500 calories a 
day. At the end of each month the diet is 
added to so that it takes half a year before 
a simple fare has been established. If 
symptoms recur in this time the bet is that 
you have failed, although a few have started 
back on the diet for the first’/month out of 
bed and won out eventually in almost 
double the time. 

A few words need be said about medica- 
tion, of which the alkalies are the most im- 
portant part. To start off on the heavy al- 
kali plan of Sippy means a short check to 
every clinician who deals much with these 
cases. Which one is going to be the toxic 
alkalosis case no one can tell unless he does 
frequent blood chemistries, which is not 
practical. There are some individuals in 
whom any quantity of alkalies makes no 
difference, but the majority of persons go 
through or come out of the Sippy treat- 
ment with more or less toxemia, which may 
be proved by blood examination even if 

they do not develop the symptoms. Why 





ORIGINAL ARTICLES 


385 


then persist with a method just because it 
has taken a popular hold on the profession, 
even on the surgeons? Administer the alka- 
lies in quantity and in kind according to two 
indicators, the stomach and the body. Since 
I adopted this plan some years ago I have 
happier patients in bed, and I am happier 
when I am away from them. A piece of 
braided surgeon’s silk, the lower end of 
which is stained with Congo red and con- 
tained in a gelatin capsule, can be swal- 
lowed at any time, night or morning, to test 
the stomach for acidity. This can be done 
several times during the three or four 
weeks in bed, and will tell you in a few 
minutes how much alkali is needed in any 
particular patient ; and if the nurse will put 
a piece of blue litmus paper in the urine be- 
fore it is thrown away you have a check on 
the body alkalinity. By starting with small 
doses of alkalies and adding up, in three 
or four days -you will know how much al- 
kali is tolerated, and beyond that it should 
not be pushed. Get one or the other just 
to neutral, the ideal case showing both, and 
hold to that quantity of alkali, reducing a 
little from time to time if warranted. To 
me the best alkalies are not sodium bicar- 
bonate and bismuth subcarbonate, but cal- 
cium carbonate and oxide of magnesia. 
These alkalies are kept up throughout all of 
the six months dieting. Fair-sized doses of 
atropine and very: small doses of morphine 
or heat may be necessary for pain and dis- 
tress during the first few days in bed. Oc- 
casionally one needs iron, which is best 
given hypodermically while the patient is in 
bed, and in the organic form by mouth 
afterward. These measures comprise all I 
know and believe in regarding medical 
treatment for ulcer, except for six one- 
sixth erythema doses of +-ray with bis- 
muth subcarbonate in the stomach at weekly 
intervals when out of bed. 

When focal infections exist they should 
be given attention before the treatment is 
begun, and when a suggestive Wassermann 
is present mercury injections should be 
added, but not the iodides by mouth. 

The appreciation of some patients is ex- 
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pressed as the numbers come along in the 
office. Whenever an ulcer case expresses 
words of gratefulness to me, if he or she 
is married, I draw attention to the fact that 
it takes two or three years after the days 
of romance, love and the honeymoon to find 
out if one is really lucky or not. For the 
single ones I only pray. But all are made 
to understand that the affair was only a 
treatment and not a cure, and at the first 
return of symptoms they should immedi- 
ately come under observation and prefer- 
ably in a surgeon’s hands. If, after a con- 
scientious medical effort, they come to me 
from some one else’s practice or my own, 
I immediately turn them over to a surgeon, 
for there is one thing the histories prove 
definitely, and that is, that if one medical 
treatment, well done, does not cure, there 
is no use trying a second one even if the 
interval without symptoms is years. Re- 
current symptoms mean persistent ulcer, 
and persistent ulcer means associated surgi- 
cal pathology. After operation, unless the 
ulcer area is excised, medical treatment is 
advisable. The longer the symptoms have 
existed when the patient first comes in, the 
fewer the benefits from the medical treat- 
ment. 

Other points gained from these histories 
may be briefly stated as follows: The more 
sure an arteriosclerosis is present the more 
proper is surgery. When, after a history 
of periodicity, the syndrome has run stead- 
ily for six weeks without intermission and 
the pains and distress are more pronounced 
than ever before, an operation is usually 
the wise procedure. Where anchoring of 
any portion of the stomach or duodenum 
exists medical treatment has not given sub- 
stantial benefit. The fundic, body and an- 
terior wall ulcers do comparatively better 
on medical treatment than those of the pos- 
terior ‘wall and lesser curvature. The 
larger and more indurated the ulcer is, 
wherever situated, the wiser is surgery. 
When those treated medically persistently 
show in test meals, extracted without 
trauma, red blood cells all the way through 
the fractional time or at the end, such as is 
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seen in duodenal ulcer, surgery should be 
advised. Any ulcer defect in an x-ray film 
that is three-quarters of an inch in its long- 
est diameter should receive surgical treat- 
ment. An ulcer at or very close to the 
pyloric muscle practically never heals satis- 
factorily by medical means. Permanent 
hour-glass contraction does not positively 
mean that an ulcer is or has been present. 
In 9 out of 21 cases of true hour-glass con- 
traction in which the stomach was opened 
no evidence of ulcer was found. In these 
there was a broad area of fibrosis usually 
found in the body or in the pyloric region 
running circularly in the organ, and patho- 
logically in the increased connective tissue 
in the submucosa it is very much like the 
general gastric sclerosis described by Brin- 
ton. More localized fibrotic areas like these 
may also be noted without hour-glass de- 
formity, and are commonly found in the 
pyloric region and also in the lower ileum 
and colon. Their etiology is not known. 
Because every effort should be made to 
eliminate an ulcer I feel it is justifiable to 
advance the threat of cancer to an ulcer pa- 
tient who is fearful of operation when it is 
definitely suggested that medical treatment 
is of no help or only possible help. In my 
experience, in the careful study of histories 
of many hundred gastric cancer cases, defi- 
nite symptoms of ulcer in the past do not 
occur in more than six per cent of them. 
This is no basis for the view commonly held 
by the profession that gastric ulcer and can- 
cer are intimately associated in the way of 
cause and result. The surgeons need not 
harp on this association so far as carcinoma 
is concerned, because to the profession it is 
sufficient that if we consider as medically 
curable 70 per cent of all the types of 
ulcers, surgically curable 80 per cent of the 
medical failures, surgical mortality rate as 
6 per cent, this leaves a balance of prac- 
tically 7 per cent not curable by any means 
known to us to-day. This is a creditable 
showing in a disease the etiology of which 
is still unknown. I wish we could say as 


much for many of the other diseases whose 
causes are also not known. 














The Treatment of Measles by Immune Serum 


BY R. H. COWLEY, M.D. 


Physician to Berea College, Berea, Kentucky 


During the last two or three years a very 
large amount of research work has been 
done in the effort to find a solution to the 
measles problem. The brilliant results 
obtained by the Dicks and others in the 
conquest of scarlet fever inspired many to 
try what could be done to overcome measles. 
In a large institution like Berea College, 
where the students come largely from the 
mountains, measles is our worst enemy, for 
there are sure to be some 200 of our 
students who have not had it and no one 
has found a way of stopping it when it is 
once started. 

Two years ago when measles broke 


out among our students I wrote to the 


Rockefeller Institute in New York asking if 
they had discovered anything new on the 
subject. They turned my letter over to Dr. 
W. H. Park of the New York City Health 
Department, and he wrote me saying that 
they thought they had some very important 
facts pretty well established but that they 
lacked the serum to carry on their research 
work. He said the serum must come from 
recent convalescents, and that since most of 
the adults had had measles they could find 
no source of supply. I wired him that we 
could supply the serum if he cared to send 
for it. The upshot of it was that he sent 
Dr. Freeman to Berea, and we shipped 100 
pints of convalescent measles blood back to 
New York. Dr. Park used this serum in 
the large hospitals for children and in homes 
’ of the city in the effort to find out if it were 
possible to stop a measles epidemic when it 
was once started. When the children of 
these institutions were exposed they were 
each given 3 cc. of the serum. If the 
exposure had been some time before the 
dose was increased accordingly. He found 
that in most cases this dose prevented the 
development of the disease, and in the cases 
in which it did develop it was of a very 
mild character. He treated in all nearly 
1000 cases, and there were no complications 
in any of them. He wrote me of the results 





of his work last year and asked for more 
serum, but we had no measles and could not, 
supply him. 

This year the disease broke out in Berea 
again, and I wrote him immediately asking 
for full particulars as to how to collect and 
administer the serum. He was kind enough 
to send me directions, and we took blood 
from our first cases and used it on the sub- 
sequent cases. 

The method employed for collecting the 
blood is as follows: Into a sterile bottle 
holding 500 cc. is put 7.5 grammes of 
sodium citrate dissolved in 15 cc. sterile 
water and 0.5 gramme chinosol dissolved in 
a like amount of water, and the blood is 
drawn into this bottle as follows: A piece 
of soft-rubber tubing is clamped around 
the arm above the elbow tight enough to 
stop the venous but not the arterial circu- 
lation. The veins should stand out prom- 
inently, but the pulse be definitely palpable. 
A drop of novocaine is injected intrader- 
mally over the vein and a small incision 
made with a very fine knife, as the needle 
to be used must be of large caliber to 
prevent clotting. The blood is drawn into 
the bottle and shaken thoroughly and then 
placed on ice. While the needle is in the 
vein enough blood is drawn into a small 
tube for the Wassermann test. If the bottle 
cannot be filled from one person it should 
be filled from another, so as to have the 
chemicals in the proper dilution, and when 
the corpuscles are settled the serum should 
be drawn off with a large sterile syringe and 
put into a sterile bottle when it is ready for 
use. We used routinely 3 cc. injected under 
the skin on the abdomen just as soon as we 
were sure from the Koplik spots that the 
case was one of real measles. In the 156 
cases we had no serious complications, and 
the time of the disease was materially short- 
ened. Where the symptoms were very 


severe we gave 5 cc. and in about six cases 
we repeated the dose, when the first dose 
did not seem to be sufficient. 


I have been 
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treating epidemics of measles here among 
the students for twenty-two years and so 
have a pretty wide background to judge 
from, and I feel sure that in convalescent 
serum we have a solution for the measles 
problem until such time as a vaccine or 
horse serum antitoxin is perfected. 

We did not use the serum with the same 
purpose as Dr. Park did. Our idea was 
that if we tried to stop the epidemic it 
would take a large amount of serum, and 
those treated would be immune for not more 
than a month. We therefore waited till the 
students came down with the disease, and 
then give them enough serum to prevent 
complications, but still be sick enough to 
develop a sufficient immunity. We decided 
on 3 cc. as the initial dose, increasing this 
dose to 5 cc. in cases in which the tempera- 
ture was high or the patient appeared very 
sick. In about six cases a second dose was 
given where it was seen that the first dose 
had not modified the symptoms sufficiently. 
On the other hand, we found that some of 
the cases recovered so quickly that it is 
doubtful whether they will have very much 
immunity. One boy with a temperature of 
104.8° was given 5 cc., and the next day 
the temperature was normal and the erup- 
tion was all gone. He was perfectly well. 
Another case, with a temperature of 104°, 
very severe cough, and great prostration, 
was given 5 cc. She was some better the 
next day, but on the third day had a chill 
and beginning pneumonia. We gave her a 
second 5 cc., and the day following her 
temperature was normal and she was well. 
We had several similar, apparently desperate 
cases which were relieved at once. 

Another patient had pneumonia of the 
unresolved type with the temperature 
hanging around 104° for a long time. 
When the temperature finally went to nor- 
mal he was very weak and emaciated. After 
he had run a normal temperature for several 
days his temperature went up again, his 
ears began to run, and the mastoids were 
very tender. After several days of this with 
gradual loss of strength he broke out with 
measles. Because of his weak condition we 
gave him 6 ce. of the serum, and the next 
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day his temperature was normal, his ears 
had cleared up, and he seemed much better. 
After several days the temperature went up 
again to 103.8°, the ears again began to run, 
and the mastoids were so tender that we 
could hardly touch them. Thinking that this 
might be a complication of the measles and 
not knowing what else to do we gave him 
10 cc. of the serum. The next day the 
picture was entirely changed for the better, 
and he was soon convalescent. 

Reports of individual cases seldom prove 
much especially in a disease like measles, 
which in uncomplicated cases runs a quife 
definite course and stops by crisis. We 
therefore compared the charts from the 
epidemic of two years ago with those of this 
year to see if we could prove by actual 
figures what we were almost certain of 
from observation. The following tables 


show this comparison : 


1924 
Average temperature on day of admis- 


1926 


sion to the hospital .............. 102.2° 102.3° 
Average of the highest temperature 

reached by each case............-- 103.9° 102.3° 
Average No. of days in the hospital 

with temperature ............000- 5.64 3.2 
Average No. of days in hospital..... 10.12 5.64 
No. of cases with temperature above 

204° otter Bret Daye. ccvscsvccecee 43 11 
Percentage of cases whose tempera- 

ture increased after the first day... 73% 44.5% 


Next are given the average highest tem- 
peratures on the successive days: 
Ist 2d 3d 4th 5th 6th 7th 


1926... .102.3° 101.8° 100.4° 99.2° 98.7° 98.6° 98.6° 
1924....102.2° 102.8° 101.1° 100.9° 100.7° 100.4° 100.5° 


Next are given the temperatures of 104° 
or over which occurred on the various days: 


1924 1926 
Days Ist 2d 8d 4th 5th 6th Ist 2d 3d 4th 
OE Wicdauns Be ere Es VB ia ee 
Bids s cs $52'@( 2 oid a. 4. 8 
RI ks Skew S72 1 
_.* See a a 1 
TY Seer Lia. 2 2 1 
MO Wiants ce 2 1 2 
SE 1 
ae 1 


The above table shows that after the first 
day, which of course couldn’t be influenced 
by the serum treatment, there were, in 1924, 
43 cases in which the temperature went to 
104° or over, while in 1926 there were 
only 11. 

These statistics are compiled from about 














%5 cases in each epidemic. We had in all 
156 cases this year, with no serious compli- 
cations. 

In addition to the tangible benefits which 
can be shown by figures there were others 
which were quite evident to us who had 
charge of the cases, and who had for years 
been in charge of epidemics of measles of 
the old-fashioned kind. This was especially 
noticeable where the cases were grouped in 
wards of 25 beds each. In former epi- 
demics the coughing was the most distressing 
symptom, anid was incessant and terribly 
rasping in character. This year there was 
almost no coughing. Of course we had no 
serum for the first few cases, and the 
nurses noticed the change in the coughing 
as soon as the first serum was given. 
Another thing noticeable was the almost 
total absence of earache. In _ former 
epidemics nearly half of the cases had more 
or less earache, and there were large num- 
bers of running ears. In one epidemic I did 
12 mastoid operations when it was over. 
This year we had a few running ears, but 
they were very few and there were no 
mastoid operations. In former epidemics 
there were always some cases of pneumonia. 
This year we had two which seemed to be 
developing pneumonia, but they cleared up 
over night with the second dose of the 
serum. The lack of eye trouble was also 
very noticeable. Usually many students 
have to go home after the attack of measles 
because they cannot use their eyes. This 
year there has been almost no such com- 
plaint. It must be remembered too that we 
used very small doses of serum. When our 
next epidemic comes I plan to follow a 
somewhat different course. I shall give each 
case as it comes in 3 cc. if the temperature 
is 102° or under; if it is 103° I shall give 
6 cc.; if it is 104° I shall give 10 cc. I shall 
watch these cases daily, and if one of them 
does not improve satisfactorily I shall give 
more of the ‘serum daily till the disease 
abates. In this way I feel sure that all 
complications can be effectually prevented. 

So much for our experience with the 
measles serum. Now let us ask ourselves 
what we are going to do about it. Recently 
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a number of articles have appeared giving 
results of the search for the germ of measles 
and the effort to make vaccine and antitoxin. 
A couple of weeks ago there was an article 
in the Journal of the American Medical 
Association by Ferry and his co-workers. 
He seems to have succeeded in isolating 
from the blood of a patient in the early 
stage of the disease a streptococcus which is 
the real cause of the disease. His tests seem 
to have been properly controlled, and he 
holds out definite hopes that he will be able 
to produce a serum and vaccine as has been 
done for scarlet fever. 

If these results are duplicated by other 
workers we may soon have in them a solu- 
tion for the measles problem. If, however, 
our hopes are disappointed in this direction, 
what must we do in order to avail ourselves 
of human serum until such time as a vaccine 
and horse antitoxin are available? First we 
must understand that human serum cannot 
be obtained in any considerable quantity 
from children. Their veins are small, and in 
any case they could not spare much blood 
even if their parents were willing to have it 
drawn, which is at least doubtful. We must 
also remember that the serum does not have 
a very high potency and soon loses what it 
has. How soon we do not know. Dr. Park 
is making tests along that line now and will 
probably have some definite facts to publish 
before long. For the present we must 
depend on blood from recent adult convales- 
cents. But recent adult convalescents are 
rare, so rare that Dr. Park was delighted to 
get a supply for New York City—a city of 
5,000,000—from Berea, a town of 2000. 
Most of us had our measles when we were 
so young that we have forgotten all about 
it. However in this respect Kentucky is 
fortunate. We are a rural State and a 
mountain State. Many of our people live 
in secluded places, which however unfor- 
tunate it may be in other respects has at 
least this advantage, that the contagious 
diseases do not penetrate to all the fastnesses 
and many Kentuckians reach adult age 
without having had measles. 

In Berea we can be sure that when a 
measles epidemic starts we will have from 
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150 to 200 cases, and our students are prac- 
tically adults as far as size is concerned. 
The same thing is somewhat true in the rural 
and mountain sections of the State. There 
will be a few adults who have not had 
measles, and these may be a source of supply 
for the serum. 

As to collecting and distributing it, I 
would suggest that when measles breaks 
out in a community the State board send 
a well-trained representative to the com- 
munity to collect the blood, which.can be 
sent to the State laboratories, where it 
will be put up in containers exactly as is 
done with diphtheria antitoxin. It can then 
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be shipped out to the profession where it is 
needed. I do not think that it will be neces- 
sary to charge more than $3.00 for 10 cc., 
and that amount will surely be as much as 
the average dose required. 

In an institution like Berea we can collect 
enough from the first three or four cases to 
treat all subsequent cases. 

In closing, I want to say that I do not, 
and never have, claimed any originality in 
the work that we have done in Berea. - I 
am glad to be among the first to use such a 
valuable treatment, but in doing so I have 
used methods worked out by others, to 
whom all credit is due. 





Climate of Colorado Springs: Its Therapeutic 
Value in Treating Tuberculosis 


BY CHARLES FOX GARDINER, M.D. 
Colorado Springs, Colorado 


The first question to consider is the very 
pertinent one as to whether there is any 
therapeutic value from such a climate as 
exists in Colorado Springs, Colorado, with 
its dry atmosphere, 6000 feet elevation, and 
maximum of sunshine. Is the idea that this 
climatic condition is of any benefit in tuber- 
culosis merely an idea of a few people in- 
terested in advertising a health resort, or is 
it based on some actual physical properties 
of the climate, causing a response in patients 
that increases their resistance to the disease ? 
Provided the patient is living in the open 
air and has proper food and rest, does the 
air he breathes and is surrounded by have 
any special qualities in some localities of 
the United States that favor resistance to 
tuberculosis, or is the air, as some people 
‘suppose, of the same value as a curative 
agent no matter where it is found? 

Unfortunately, our specialists in tuber- 
culosis seem divided on the subject. Some 
of these gentlemen grudgingly give climate 
some faint praise, or assert frankly in their 
writings that climate has no effect in treat- 
‘ing tuberculosis. Now, it is perfectly true 
that only a small percentage of people in 


the United States having tuberculosis can 
avail themselves of a climate like that of 
Colorado Springs, because to get there is 
a long journey and the expense is beyond 
their means. However, there are others 
who can avail themselves of this climate, 
and if it can be proved that climate is of 
advantage, then it is also logical to assume 
that in tuberculosis, life can sometimes be 
saved by a change to such a climate. If, 
on the other hand, it can be proved that 
climate is of no value in treating tubercu- 
losis, then it is certainly our duty to protest 
against its use and to stop this waste of 
time and money in chasing what would be, 
after all, only a will-o’-the-wisp. 


THE THERAPEUTICS OF CLIMATE. 


The term climate is after all rather a 
relative term, and we need not go to Col- 
orado Springs to observe its effects. No 
one will question the following simple ex- 
periment of what is really a climatic change, 
although it can be observed in a patient by 
traveling only a few feet. 

We will suppose, for example, that we 
are treating a case of pulmonary tubercu- 

















losis in the tenement district of New York. 
The patient is living in a small overcrowded 
room and, especially in winter, this room 
is overheated, not ventilated, and the air is 
stagnant—a very poor artificial climate for 
treating tuberculosis. The interesting ques- 
tion is, what injures a tuberculous patient 
under these conditions? Evidently it is not 
the breathing of such air, as we all know 
now that physiological experiments have 
proved that respiration in such a close at- 
mosphere has very little, if any, effect upon 
lung disease, and that the old ideas of 
poisons from bad air have been practically 
discarded.’ 

The bad conditions that arise from living 
in a room such as described are due very 
largely to air stagnation and its evil effects 
on the skin. It is entirely a physical ques- 
tion. This stagnant air on the skin produces 
an effect on the terminal nerves that has in 
turn a distinct effect in the derangement of 
the metabolic processes of the body. In 
other words, the evil effects are due simply 
to lack of ventilation causing stagnation of 
air.” 

Now, if we remove this patient from the 
warm, close atmosphere such as that in this 
room, and place him on a fire-escape just 
outside the window, we are giving him a 
change of climate—probably not the best, 
because city air is very apt to be foggy or 
filled with impurities, humid, and generally 
lacking sunshine; but nevertheless we have 
made a distinct climatic change, and the 
result, as we all know, is frequently very 
beneficial to the patient. Such patients again 
and again have been seen to lose their fever, 
gain in weight, and become stronger under 
this outdoor cure, the reason being that the 
outdoor air is cooler and has more motion, 
so it reaches the terminal nerves of the skin 
more easily and produces a tonic effect in 
the cells of the body. 


'The Science of Ventilation and Open Air Treatment: 
Prof. Leonard Hill—Air and Health: Ronald C. Macfie, 
Pages 98-99.—‘‘There seems a fair presumption, then, 
that the skin is the chief source of poison in so-called 
vitiated air” (page 131). Handbook of Climate Treat- 
ment; Dr. Huggard. 

*The Practical Application of Temperature and the 
Treatment of Disease—The Therapeutic and Dietetic 
Age: C. F. Gardiner, M.D., Jan., 1924.—Tuterculosis, 


the Therapeutic and Dietetic Age: C. F. Gardiner, 
April, 1924. 
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Now if with this same patient we make 
another climatic change, and induce him to 
leave the fire-escape in the city and go to 
the country, where he can be on a porch and 
where the air is purer and there is prob- 
ably more sunshine, again we would expect 
from this change a benefit to the patient; 
but it must be remembered that we are still 
using air that is not the best. We still have 
this patient in the lowlands where the aver- 
age humidity is high and the sunshine is 
not. strong enough or constant enough to 
give the best effects in treating tuberculosis. 
Therefore, if we desire to give this patient 
all the advantages of an open-air cure, we 
must make a more decided and radical 
change in climate, one far more important 
than simply a change from the city to the 
country ; and that change would be to a high 
altitude, dry air, and cloudless sky, where 
the body will be further stimulated by this 
dryness and coolness, day and night. He 
will be leaving an average atmospheric hu- 
midity of 70 per cent for one of 50 per cent, 
and a sunlight limited in supply and poor in 
power for a place where there is 50 per cent 
more sunshine and where this 50 per cent 
more sunshine has a larger amount of actinic 
rays; and this sunshine can be utilized 
nearly every day.® 

Climatic observation and laboratory ex- 
periments seem to point to the fact that a 
change from the lowlands with an average 
70 per cent humidity to a high altitude 
climate of 50 per cent humidity is quite as 
positive in its effects as when you advise 
an indoor dweller in the East to live out- 
doors. 

TUBERCULOSIS IN THE TROPICS. 

By the observance of life in the tropics 
much light can be thrown on climatic en- 
vironment. It has been found in India, 
China and the Philippines that where the 
air is constantly hot and humid, cases of 
pulmonary tuberculosis in white people as- 
sume a more virulent and rapid form, and 





®Treatment of Tuberculosis: Albert Robin, page 350. 
—Heliotherapy in Colorado, by C. F. Gardiner, M.D., 
Interstate Medical Journal, 1916.—Heliotherapy of Tuber- 
culosis: A. Rollier—The American Journal of Tubercu- 
losis, page 489, Feb., 1924: Sunshine in Switzerland, by 
Jeremiah Metzger, M.D.; Michigan Out-of-doors, May, 
1925, 
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that the immediate removal of such a patient 
to even a slightly cooler and drier climate 
will produce remarkable improvement in a 
short time; while those patients who are 
left in this heavy, damp, hot air as a rule 
succumb rapidly to the disease. Those who 
claim there is nothing in climatic effects 
in tuberculosis should study a little more 
closely the history of the disease under these 
conditions.* 

In our larger cities, during what is termed 
a “hot spell” in summer, one in sanatorium 
work can easily see the evil effects of such 
heat and moisture upon tuberculous patients. 
Records have shown that through the dura- 
tion of this hot, muggy, damp weather, 
patients lose appetite and flesh. Their aver- 
age temperature ranges are higher and their 
disease progresses unfavorably. When, how- 
ever, the weather becomes cooler, the pa- 


tients as a rule respond to the influences by ° 


becoming better. This is simply climatic 
study on a small scale. If this climatic 
condition of heat and moisture in the 
tropics and of our warm humid days in 
summer is as injurious to the tuberculous 
invalid as it appears to be, we naturally 
conclude that dry and cool air will induce 
a better resistance to the disease.® 

Quoting from Dr. O. Amrein, medical 
superintendent of Sanatorium, Attein Arosa 
(British Journal of Tuberculosis, 1924): 
“The chief points in the treatment of tuber- 
culosis will always depend on the general 
vigor of the patient, the raising of bodily 
resisting power, and the increase of fighting 
power. In all this, high altitude will ever 
‘be of the very greatest importance in treat- 
ing cases of pulmonary and surgical tuber- 
culosis.” 


DIFFERENT AIR IN DIFFERENT PLACES. 


Now it is an undoubted fact\ that other 
things being equal, the air of localities hav- 
ing a high humidity and low elevation, such 
as exist over our eastern and southern 
States, is not of the quality to produce the 





“Some Impressions of the Tuberculosis Problem in 
India: C. Muthee, British Journal of Tuberculosis, July, 
1923.—West of the Pacific: Elsworth Huntington, Cli- 
mate of Java, page 266. 

5SEl!lsworth Huntington: 
on Climate of Java. 


West of the Pacific. Article 
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best results in treating tuberculosis. In 
taking the open-air cure, which has been 
found so valuable, the air varies in different 
parts of the United States very much as 
the sunshine varies; in some places it is 
stronger and more continuous than in others. 
Physiology teaches us that the best condi- 
tion of air to produce the best results in 
stimulating the body resistance is one in 
which the skin is easily ventilated. The air 
of the high, dry plateaus, such as that in 
Colorado, penetrates the clothing more easily 
and has a definite specific effect on the ter- 
minal nerves. Thus in taking the outdoor 
cure in Colorado, you are taking a more posi- 
tive form of treatment, as a more rapid in- 
terchange of air on the body is, after all, the 
main factor in the beneficial effect of the 
outdoor cure in any climate. When the air 
is damp or at an average of 70 per cent 
humidity, this curative effect of the air on 
the body through the skin is not so marked. 
We are really living in a “private climate” 
of our own all the time; that is, our clothes 
imprison air in contact with the skin, and 
this air is hot and humid, very much like 
the tropics. In a close room it remains hot 
and humid. Outdoors it tends to become 
dissipated sooner, while in Colorado this 
dissipation of the air, which is our own 
“climate,” is stimulated to a higher degree, 
and it can easily be seen that the outdoor 
air cure under such conditions is a far more 
valuable therapeutic measure than as it is 
usually taken in the lowlands. This whole 
subject has been studied carefully by ex- 
perts in Switzerland for many years.° 


MORTALITY STATISTICS IN TUBERCULOSIS. 


From quite another angle of view there 
seems to be corroborative evidence, collected 
from the mortality statistics of tubercu- 
losis, that in certain climatic conditions the 
air produces an increase of natural immu- 
nity. This was first noticed in detail in 
Switzerland at altitudes of between five and 
six thousand feet, and has also been found 





Monta as a Swiss Health Station for English Tuber- 
cular Patients: T. N. Kelynock, M.D., Andrew Morland, 
M.D., British Journal of Tuberculosis, 1923. Also articles 
of Dr. Herman Weber, Dr. Alexander Spengler, Dr. R.- 
Turben.—Alpine Climate: Open Air Treatment, by Prof. 
Leonard Hill. 


















to exist in our dry climate areas of the 
west and southwest in the United States. 
This has been the subject of several arti- 
cles, to which the reader is referred for 
more detailed information, and in 1916 was 
corroborated by the Public Health Service 
of the United States. I quote from the 
report issued that year: “In regard to the 
dangers arising from imported tubercular 
cases in El Paso, Texas, Albuquerque, New 
Mexico, and towns in Colorado, as far as 
affecting the community is concerned, the 
influx of the consumptives has had no 
appreciable effect. On theoretical grounds 
such towns should be hotbeds of infection, 
but practically they are not. The tubercular 
mortality among the resident population is 
not one-third that of the general registration 
area of the United States.’”” 

“The high inland plateau regions of the 
United States have a remarkably low death- 
rate, both pulmonary and non-pulmonary, 
as compared with lower and damper regions. 
And this appears to be due not only to the 
favorable hygienic, economic and social con- 
ditions, but also, in considerable part, to 
climatic factors—notably altitude and dry- 
ness.””® 


MORTALITY IN COLORADO SPRINGS.® 


In Colorado Springs I have been able to 
study this partial immunization, which 
occurs among the native inhabitants, for 
over thirty-five years, and the result is 
rather remarkable. Of course the prevailing 
idea is that in a community where the tuber- 
culous invalid is housed and mingles freely 
with the healthy inhabitants, the natural 
result would seem to be an increase of 


?Tuberculosis Mortality in Relation to Altitude, Hu- 
midity and Density of Population. By C. F. Gardiner, 
G. B. Webb, and C. T. Ryder, American Review of Tu- 
berculosis, vol. viii, No. 2, October, 1923. 

®8The Influence of the Advent of Tuberculosis upon 
Native Population. First meeting of the National Asso- 
ciation for the Study and Prevention of Tuberculosis. 
C. F. Gardiner, M.D., Colorado Springs, Colorado.— 
What Inference May be Drawn from Cases of Tuber- 
culosis Reported to Have Originated in Colorado. S. G. 
Bonney, M.D., Denver, Colorado, Boston Surgical and 
Medical Journal, 1897.—Immunity of Coloradoan to Pul- 
monary Tuberculosis. H. B. Whitney, M.D., Colorado 
Medicine, November, 1919.—Some Phases of the Tuber- 
culosis Problem in Colorado: Philadelphia Medical Jour- 
nal, 1900.—Climate, Ninety-Eight-Six, February 5, 1925. 
yi Colorado Springs, Colorado. C. F. Gardiner, 





°A Statistical Study of Tuberculosis Mortality in Col- 
orado for the Thirteen Years (1908-1920). 
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tuberculous infection among that population 
so exposed. In fact, strictly from a scien- 
tific basis this conclusion must seem to be 
logical. Mortality rate over a given number 
of years should certainly show if this were 
true. : 

The facts, however, in regard to this in- 
crease in mortality among the native inhab- 
itants, due to imported tuberculars, ° tell 
quite another story. The actual deaths 
from tuberculosis among the native healthy 
population of Colorado Springs, who ‘did 
not come there for health, are much lower 
than the average death-rate from tubercu- 
losis in the United States at large outside of 
the arid region. This is so unusual as to 
cause considerable doubt in many minds as 
to the accuracy of the figures or as to my 
honesty in stating them. I can only say 
regarding the latter that this is not my opin- 
ion alone but that of fifty or sixty doctors 
who have studied it, of all the health offi- 
cers of Colorado Springs for twenty-five 
years, of the Public Health Service of the 
United States report of 1915, and also that 
the same condition has been found in other 
cities and towns of Colorado, New Mexico, 
and Arizona.?® 


NATIVE IMMUNITY TO TUBERCULOSIS. 

“A careful study of the native death-rate 
from tuberculosis has been made for twelve 
years. Every death certificate giving tu- 
berculosis as the cause of death is carefully 
examined, and unless the record is complete 
as to locality in which the disease was con- 
tracted, an inspector is sent to question the 
friends or physician of the deceased so that 
we may know positively whether or not the 
case was contracted in this locality. 

“In the past twelve years twenty-four 
cases have died which are known to have 
acquired tuberculosis in this city. That 
makes our death-rate from tuberculosis de- 
veloped here to be 6.6 per 100,000. The 
rate in the registration area for 1912 was 
149.5. It has been gradually reduced until 
in 1921 it was 99.4 per hundred thousand. 

“By comparison we note that our aver- 
age death-rate from tuberculosis among 


residents of this locality is fifteen times less 
\ 

Annual Report, Dept. of Public Health and Sanita- 
tion, December, 1923, Dr. O. R. Gillett. 
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than the best record made by the registra- 
tion area at any time previous to 1922. 

“In arriving at these figures we have 
used the lowest given figures for our popu- 
lation, which are not correct, and which 
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which does not exist in the lower altitudes. 
This resistance can be and is developed in 
the invalid who comes here in search of 
health, and is the reason why more cases 
of tuberculosis can be cured here than are 
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make our death-rate appear worse than it 
really is. 

“This low death-rate from tuberculosis 
can be accounted for only by accepting as 
a fact the theory that our climate or alti- 
tude furnishes a resistance to this disease 


Average Annual Rainfall 





cured in the other parts of the United 
States.” 

In this connection the accompanying 
charts are of interest. 

The prevalence of tuberculosis among 
dairy herds presents another angle from 
which we can judge the actual effect of cli- 
matic immunity. 

Dr. W. E. Howe, U. S. Department of 
Agriculture, Bureau of Animal Industry, 
inspector in charge January 6, 1926, wrote: 
“In tubercular testing cattle the older set- 
tled States show from 20 per cent to 50 per 
cent infection. In Colorado infection runs 
between 2 per cent and 3 per cent.” And 
in the State of Colorado the State Board of 
Stock Inspection Commission in January, 
1926, stated: “Ninety-eight hundred sev- 
enty-seven dairy cattle were tested for tuber- 

















culosis. The average found infected was 
2 per cent to 3 per cent, which is a very 
much lower percentage than is found in 
most eastern States, where it is 20 per cent 
to 50 per cent.” 

From the above statistics I think we can 
safely assume that certain climatic influ- 
ences act positively in producing a marked 
immunity to tuberculosis in cattle, at least 
in Colorado. 


It is a strange commentary on popular 
beliefs, without facts to sustain them, that 
people time and again have been warned 
by some of the best men in the profession 
against coming to, Colorado Springs, being 
told that such a residence among tubercu- 
lous patients would be hazardous for them- 
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shown in several articles, the mortality rate 
in Colorado Springs for tuberculosis ac- 
quired here averages one death per year 
among 30,000 population in the last 30 
years. 

The general infant mortality rate for 
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selves or their children. 
the opposite is true. 


Of course exactly 
Such people would be 


far safer from tuberculous infection in Col- 
orado Springs than they would be in a city 
or town below 3000 feet in the east and 
south of the United States. 


As I have 








1925 in 628 cities of the United States 
(American Child Health Association) was 
72.2 per 1000 births. The general infant 
mortality rate in Colorado Springs for 1925 
was 56.6 per 1000 births. 

It is hard to convince people that this is 
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the truth, but eventually it will be known 
and understood; whether it be due to alti- 
tude, climate, or other factors, it is not pos- 
sible for me to say. As Gray of Fallodon 
has so very justly said, “The truth is easy 
to tell, the difficulty is to have it believed.” 


PSYCHOLOGY. 


It seems a far cry to consider climate in 
regard to psychology, but I am convinced 
there is a relation bearing definitely upon 
the disease, tuberculosis. The stimulating 
effect of seeing the sunshine nearly every 
day in the year is a factor not to be over- 
looked. If one wakes up in the morning 
with brilliant sunshine and a clear sky, he 
is much more apt to face the day with cour- 
age, eat a better breakfast, digest it, and, 
by the subtle autosuggestion of climate, cre- 
ated by cheery weather, he will play the 
game for that day with more courage and 
effect. 


CASES NOT TO SEND. 


The question, Which cases of tubercu- 
losis do the best in Colorado? is rather a 
difficult one to answer, but one can general- 
ize along definite lines that are fairly ac- 
curate. A tuberculous patient with much 
loss of flesh, rapid pulse, high temperature, 
dyspnea and considerable involvement of 
the lungs should never be sent to an alti- 
tude. A patient with a very weak and irri- 
table heart also would better be excluded. 
Those suffering with dyspnea due to emphy- 
sema or advanced fibrosis do not do well. 
This has been found true in Switzerland by 
some of the best observers there, and we 
have corroborated those findings of late 
years. Pulmonary hemorrhage is no con- 
traindication, as apparently we have no 
more hemorrhage here than elsewhere. 

Unfortunately, in the past, and even in 
the present day, we have a large influx of 
patients who will certainly die within three 
or four months, no matter where they are 
or how treated, and it is little less than a 
crime to send such people far from home, 
among strangers, when the known facts 
about the prognosis are plain to every one. 
Climate, no matter how valuable, is after 
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all only a definite benefit when used on 


curable cases, at rest and properly nour- 
ished. 


FINANCIAL ABILITY. 


The financial ability of patients is of seri- 
ous moment in the present day. The whole 
West plateau area, extending far south to 
Mexico, is being invaded yearly by a class 
of patients not only very ill with tubercu- 
losis, but utterly unable to support them- 
selves by any labor. They often start with 
enough money to reach their destination 
and keep them fot a week or two. After 
that they become public charges. The in- 
formation should be sent everywhere that 
no tuberculous patient should come to the 
high plateaus of the United States in the 
hope of a cure for pulmonary tuberculosis 
unless he is assured of at least $20 a week 
for one year, as it will take that time, pos- 
sibly longer, in an average case, to cause an 
arrest of his disease so that he can go to 
work. While taking the cure, rest is of 
more importance than any other one ele- 
ment in combating the disease, and he can- 
not earn a living and rest at the same time. 
Unless this patient has means to support 
himself, no climatic change will be of any 
benefit; on the contrary, he will perhaps 
cause his own death by overexertion. It is 
heart-rending to see these cases begging at 
the different relief rooms, wondering why 
they are not well in two weeks, and often 
with a temperature of 101° or 102°, trying 
to hold down a job. This, of course, is la- 
mentable, and we should use every effort to 
minimize this unnecessary suffering as 
much as possible. 


CONCLUSION. 


In sending a case of pulmonary tubercu- 
losis to Colorado Springs one is giving his 
patient a stronger dose of the same remedy, 
sunshine and air, than he is giving him at 
home. This strong dose given him in Colo- 
rado is far easier and more comfortable for 
him to take, while at the same time the re- 
sistance of his body to tuberculous infec- 
tion is very much more rapidly increased, 
under such climatic advantages. 
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Pneumonia in Hyperthyroids 


BY CHARLES CONRAD MILLER, M.D. 
Chicago, Illinois 


Several factors predispose hyperthyroid 
patients to pneumonia and at the same time 
raise the mortality rate among these pa- 
tients. Every physician should be on the 
alert at all times to recognize the bad pneu- 
monia risks. There is an exceedingly large 
group of people who are habitually bad 
pneumonia risks. It is among these that 
active medicinal treatment is so often life- 
saving. 

The same causes are operative to make 
hyperthyroid patients bad risks as are re- 
sponsible for other bad-risk cases. 

First of all, every. physician recognizes 
that the aged are bad pneumonia risks be- 
cause they have marked reduction in pul- 
monary vital capacity and pronounced di- 
minished cardiac reserve capacity. Just as 
the respiratory range shortens from year to 
year after middle life, so progressively less 
and less perfectly the heart contracts in sys- 
tole. So, too, response of the heart to stim- 
uli is less. In the young adult after short 
active exercise the heart diminishes mate- 
rially in bulk. It becomes smaller because 
it contracts more firmly in systole. So, too, 
does the heart enlarge after the patient has 
rested quietly in bed for a time because the 
contraction of systole in the recumbent po- 
sition is less than when the person is sitting 
or standing. Overweights habitually suf- 
fer from degrees of cardiac dilatation ; the 
fat adult has in consequence a very much 
less cardiac reserve. In the overweight a 
fifty-yard run may produce a dilatation 
which persists for weeks. The normal 
healthy young adult after a short fast run 
has a lessening of heart bulk due to firm 
contraction of the heart in systole. 

The heart of the thyrotoxic patient habit- 
ually suffers from overwork. Its fast ac- 
tion is largely at the expense of the diastole; 
in other words, the muscle suffers from 
shortening of its rest period when the 
pulse-rate in this condition is increased. 
The thyrotoxic heart has much less reserve 
power than the normal, the vital capacity 
of the lungs will be found to be reduced, 


and the right heart is overloaded. Because 
of this many of these patients will be found 
to have chronic pulmonary congestion. Too 
often indeed the slight persistent cough in 
the hyperthyroid is attributed to pressure 
upon the nerve trunks in the neck when it 
is really due to chronic pulmonary conges- 
tion. Reduced pulmonary capacity, re- 
duced cardiac capacity and chronic pul- 
monary congestion all predispose strongly 
to bronchitis and pneumonia. Those con- 
ditions which predispose a patient to mild 
degrees of bronchitis also favor extension 
of bronchial congestion and infection and 
the development and progression of pneu- 
monia. The development of these diseases 
in all these bad-risk cases calls for prompt 
active medication if an unusually large 
number of these patients are not to be 
allowed to die. 

There is perhaps no disease group in 
which the understanding, decisive-acting 
physician can save more lives than in this 
bad-risk pneumonia group. There is no 
disease group in which the non-understand- 
ing physician allows more patients to die 
who could and should be saved than in this 
bad-risk group affected with pneumonia. _ 

Every patient with cough should be care- 
fully examined to determine if hyper- 
thyroidism is present, for many of these 
cases will be found by the physician if he 
habitually examines for the lesser degrees 
of hyperthyroidism, provided the physician 
realizes that thyroid gland hypertrophy is 
seen only in a minority of patients afflicted 
with hyperthyroidism. 

Every patient with bronchitis and any de- 
gree of pulmonary congestion should be 
digitalized. Every patient with lowered 
vital capacity and reduced cardiac reserve 
should be digitalized promptly when he de- 
velops any appreciable bronchitis or pneu- 
monia. Every elderly person, every one 
overfat, and every hyperthyroid patient 
should be digitalized. To do this promptly 
an ounce to an ounce and a half of an effec- 
tive tincture will be required. This drug 
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is easy to take over short periods, and half- 
drachm doses every two hours will soon 
produce the pronounced physiological ac- 
tion of this drug, when the dose should of 
course be cut down. The heart of every 
acute bronchial case should be scrutinized 
with great care, and at the least sign of 
cardiac inefficiency the patient should be 
digitalized. 

Every acute bronchial case should have 
the sputum immediately examined, and 
when pneumococci are present in numbers 
which indicate any degree of activity of this 
organism, ethyl hydrocupreine should be 
given in four-grain doses every four or five 
hours, for seventy-two hours. 

If the patient does not show pneumococci 
in the sputum large doses of sodium salicy- 
late should be given with the digitalis. Ten 
or fifteen grains of sodium salicylate should 
be given every two hours until three 
drachms are given. Sodium salicylate is 


pronouncedly alkaline, it is immediately ab- 
sorbed when taken into the stomach, and a 
few seconds after it is taken into the stom- 
ach it is circulating in the blood. It is per- 
haps the most powerful antistreptococcide 
we can administer internally in large doses. 
In spite of the specific action of ethyl 
hydrocupreine against pneumococci and of 
sodium salicylate against the streptococci 
and as an alkalinizer, the physician should 
ever keep in the forefront of the mind the 
effects of digitalis upon the heart in all 
cases of pulmonary congestion, all degrees 
of heart inefficiency from myocardial inef- 
ficiency, valvular leaks, or of excessive re- 
sistance to blood flow by congested tissues. 
Firm, complete systole follows digitalization 
very quickly, the heart contracts efficiently, 
blood stasis is prevented in the lung tissues, 
extensions of infections prevented. For 
many days after digitalis is discontinued the 
systole of an inefficient heart is improved. 





The Diagnosis and Treatment of Pre-surgical 
Conditions 


BY ARTHUR E. MARK, M.D. 
Los Angeles, California 


The patient requiring immediate surgical 
intervention does not come within the scope 
of the discussion. This essay deals chiefly 
with the pre-surgical attention. It goes 
without saying, however, that the necessity 
of surgery be determined to an absolute 
certainty. 

A longer period of observation should be 
given patients presenting themselves for 
examination. Our diagnostic acumen, as 
well as the exercising of our best judgment, 
depends upon our mental and physical effi- 
ciency. That the latter two are variable 
quantities and can be made to attain the 
’ best average when measured over a few 
days no one can deny. The human equation 
plays a major role in the patient personally, 
while mental stress, exhaustion, etc., distort 
and render inaccurate our findings, as well 





as our interpretation of and treatment of 
diseased conditions. 

It is readily seen that a diagnosis should 
not be made before sufficient time has been 
allotted to a thorough examination and re- 
examinations, calling into play all accessory 
diagnostic aids, as x-ray, laboratory pro- 
ceedings, etc. That certain cases require 
hospitalization for a week or two for their 
proper interpretation is self-evident. Four- 
hour temperature and pulse readings, repe- 
tition of metabolic readings, Wassermann 
test, blood readings, as well as repetition of 
certain phases of the history and examina- 
tion, are all factors which enhance the 
accuracy of our interpretation of the case 
and govern its subsequent treatment. 

In general, it might safely be stated that 
every patient requiring operation would be 
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much better equipped to withstand this if 
he had a week of rest, observation, and, if 
necessary, treatment prior to operation. 

The building up of the cardiac reserve is 
of vital importance, and can be attained by 
no other method than rest. 

If hospitalization and rest prior to opera- 
tion should be enjoined for the apparently 
healthy, one can readily understand its im- 
portance in conditions which will be brought 
out below. 

That being underweight acts as a hazard 
is self-evident ; it spells lowered resistance 
and invites infection. Every effort should 
therefore be made to build up the indi- 
vidual. Forced nourishment, if possible 
5000 calories a day, taken in six feedings 
per day, with rest in bed, usually allows for 
an increase of two to four pounds a week. 
This for a few weeks certainly converts the 
patient into a much safer risk. Even 
though the patient may harbor gastrointesti- 
nal disease, such as a chronic appendix, 
gall-bladder, or gastric ulcer, by proper 
measures and selection of food it is possible 
to accomplish this weight increase in most 
cases. Patients who have lost weight from 
disease present a greater hazard than when 
due to lack of food and rest. A striking 
example of this is to be found in exophthal- 
mic goitre, where there is often a marked 
recent weight loss with a resultant marked- 
ly increased surgical hazard. 

In general, any patient who is 35 pounds 
or more overweight should be placed on a 
reduction diet prior to operation. The rea- 
sons for this are obvious. Aside from the 
mechanical difficulties encountered in these 
patients, are the more important considera- 
tions of lessened resistance and greater sus- 
ceptibility to infection, as well as the tend- 
ency to degenerative changes in the vital or- 
gans. Good judgment is essential in carry- 
ing out the reduction régime. Generally 

speaking, a diet which causes a loss of over 
two pounds a week, especially one which 
when combined with thyroid extract causes 
a reduction of seven to eight pounds a week, 
of necessity produces a state of exhaustion 
and depletion incompatible with enduring 
surgical procedures from a safety stand- 
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point, unless the surgery be postponed for 
some time. The ideal to be sought, there- 
fore, lies in a gradual reduction in weight, 
always bearing in mind the necessity of 
maintaining a well-balanced food intake 
which shall allow for the preservation of 
tissue proteins with a reduction of the ac- 
cumulated fat itself. A diet of less than 
1200 to 1400 calories a day is ordinarily un- 
wise. 

Patients presenting themselves for exam- 
ination, in whom a strong migraine history 
predominates, especially where supposed 
gastrointestinal pathology manifests itself 
coincidentally with these attacks, should al- 
ways be kept under observation for suffi- 
cient time for the proper interpretation of 
the migraine itself as an actual causative 
factor. Such patients often present a his- 
tory of similar attacks in one or more mem- 
bers of their families. The outstanding 
feature is the onset early in life with peri- 
odic manifestations. Where migraine is as- 
sociated with considerable abdominal pain 
and temporary abdominal rigidity it is 
termed abdominal migraine, and it is in this 
class of cases that it is extremely important 
to avoid thinking immediately of a real 
pathological state. If the presence of defi- 
nite trouble be established beyond a doubt 
and surgery is required, the time for the lat- 
ter should be so timed that, if possible, a 
migrainous attack may be avoided during 
the immediate postoperative period. 

Regarding fear, Crile has shown us the 
importance of avoiding anything tending to 
create this. A patient who is to be oper- 
ated on should be encouraged. His condi- 
tion should be made light of and only the 
most optimistic outcome presented to him. 
That fear of a disastrous outcome which at 
times so obsesses the individual should, if 
the case permits, call for a postponement of 
operative measures until a different mental 
attitude is assumed by the patient. 

The presence in a community of epidem- 
ics should, in general, call for a postpone- 
ment of surgical procedures unless the lat- 
ter be of an emergency character. The im- 
portance of this was demonstrated in the 
1918 influenza epidemic. 
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The importance of pre-medical treatment 
in patients with exophthalmic goitre and 
thyrotoxic adenoma cannot be too strongly 
stressed. As myocardial damage with car- 
diac dilatation is so commonly present, a ré- 
gime of absolute rest should be instituted 
when the latter is an accompaniment. In 
thyrotoxic adenoma the thyrotoxicosis in- 
volves primarily the heart, whereas in 
exophthalmic goitre the nervous system is 
primarily affected. In the latter condition, 
when no demonstrable cardiac damage is 
present the patient may be allowed to sit up 
several hours a day. Primary thyroidec- 
tomies should not be done unless the patient 
be in a most excellent condition. The type 
of operation, as well as the time, should be 
determined by not one but all factors, such 
as pulse-rate, tremor, recent weight loss, 
gastric condition, cardiac damage, metabolic 
rate, etc. Loss of appetite in itself should 
be a sufficient indication to postpone opera- 
tive procedures for the time being. A pa- 
tient may present a low metabolic rate 
which considered individually would allow 
for primary thyroidectomy, but a coexisting 
damaged heart might contraindicate for the 
time being even a ligation. 

In the line of medication the use of Lu- 
gol’s solution, as brought out by Plum- 
mer,’ has reduced the mortality markedly, 
as well as allowing for more primary thy- 
roidectomies. It is given in doses of ten 
drops twice daily, except in cases of crises, 
where up to 100 drops a day may be given. 
In the latter event a most rapid response is 
obtained in a day or two. It should be 
given up to and through the postoperative 
period, as emphasized by Plummer. In cer- 
tain cases it is advisable to administer it in 
small doses indefinitely even after thy- 
roidectomy. I have now several patients 
under observation in whom I have done 
this. In thyrotoxic adenomata and non- 
toxic adenomata iodine preparations should 
not be given, as emphasized by Plummer.? 

Sedatives such as bromides, luminal, and 
morphine should be used. Morphine is ideal 
in the very toxic cases, and one should not 
hesitate to use it as needed. 

Digitalis is indicated where cardiac in- 
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volvement is evident, and it is best given as 
the tincture in fairly large doses, ordinarily 
at least 30 drops t. i. d. over a period of 
eight to ten days. Where gastric irritation 
is present it should be given by rectum. 

An ice-bag over the precordium is very 
important. Avoidance of éxcitement, limi- 
tation of activities, such as reading, and re- 
striction of visitors, all play an important 
role in the establishment of a state of im- 
provement which allows- for surgical pro- 
cedures. 

The food intake should be large. Nour- 
ishment is important between meals, as well 
as at bedtime, with a liberal supply of milk, 
cream, butter, eggs, etc., as well as plenty of 
water. It is usually necessary to specify 
that 10 to 12 glasses of water be taken 
daily. Crile* gives large quantities of nor- 
mal saline subcutaneously, as much as 3000 
to 4000 cc. daily, believing that hyper- 
thyroidism is an mtracellular acidosis and 
that the fluids counteract this. However, 
as long as the patient takes fluids well by 
mouth there is no reason for adopting the 
subcutaneous route, but during crises, with 
vomiting and inability to take food by 
mouth, it certainly is a valuable procedure, 
together with rectal feeding. The fact that 
most of these patients present a ravenous 
appetite permits of a large food intake with- 
out much persuasive effort on our part. 

A proper medical régime previous to op- 
eration on diabetics has reduced the mor- 
tality to practically as low as that of the 
ordinary surgical risk. 

At the Mayo Clinic after October 1, 1922, 
no patient was refused operation because of 
diabetes. Wilder and Adams* in a report 
of 327 operations on 251 diabetic patients 
give a mortality by operation of 1.2 per 
cent. They emphasize the following fac- 
tors as being responsible for this low mor- 
tality : 

1. Excellent technique and judgment, 
thus reducing the time of operation and the 
degree of shock. 

2. Proper choice of anesthetic and its ad- 
ministration with skill. 

3. Satisfactory codperation between the 
surgeon and the internist. 














It should always be borne in mind that 
irrespective of the degree of severity of the 
diabetes the same pre- and post-operative 
precautions should be taken. 

To put a patient on a starvation diet and 
immediately on becoming sugar-free to sub- 
ject him to operation cannot be too strongly 
condemned. Such men as Joslin, Allen, 
Woodyatt, Newburg and Marsh, Wilder, 
etc., have made numerous contributions to 
the subject of diabetes, and at present there 
is a fair degree of uniformity of opinion re- 
garding its treatment. The introduction of 
insulin by Banting and Best® has been one 
of the greatest advances of all time. Its 
use, however, calls for a more thorough 
consideration of the diabetic management. 
This should be carried out on a scientific 
basis and the patient be made familiar with 
every possibility. He should weigh his 
food, etc. The indiscriminate or careless 
use of insulin in all cases of diabetes can- 
not be too strongly condemned. 

For several days prior to operation dia- 
betics should be placed on an increased car- 
bohydrate intake. Previous to this it is ad- 
visable to have had them on a regular medi- 
cal régime, allowing for bringing the blood 
sugar to a normal level of controlling 
acidosis. 

A diet of at least 100 grammes of carbo- 


hydrates with sufficient insulin to metabo-— 


lize this should be given several days prior 
to operation. The postoperative treatment 
is very important. Sufficient carbohydrate 
to prevent acidosis should be given by 
mouth, if possible, or by rectum. A ré- 
gime of proper diet is gradually instituted. 

Such conditions as perforated gastric, 
duodenal or typhoid ulcers demand immedi- 
ate surgical interference. Here the history 
is of vital importance. If operation be de- 
layed beyond twenty-four hours the case 
becomes practically hopeless. Ordinarily 
every effort should be made to operate 
within eight hours. It should be remem- 
bered that a high leucocyte count cannot al- 
ways be depended on as attending a typhoid 
perforation. Livingston and Squires* have 
shown from the Bellevue Hospital records 
that even typhoid perforation results in a 
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leucocytosis in only 15 per cent of their 
cases, and in most of these there was some 
accompanying pyogenic infection. Recent 
work at the Los Angeles General Hospital 
has verified this. 

It is an unfortunate circumstance that 
patients with a hematemesis are at times 
subjected to immediate surgical interven- 
tion, especially where the source of bleed- 
ing is felt to be an ulcer. When one con- 
siders the manifold causes of hematemesis, 
such as splenic anemia, gastric erosions, and 
even such remote possibilities as chronic 
appendicitis, not to speak of the absolute 
impossibility of controlling the bleeding by 
operative measures, even if discovered in 
the stomach, one can readily see the abso- 
lute lack of good judgment when surgery is 
resorted to immediately. A patient with a 
history of recent hematemesis or large tarry 
stools requires immediate absolute rest, sed- 
atives, withdrawal of everything by mouth, 
etc. X-ray examinations, abdominal man- 
ipulations, ete., are absolutely contraindi- 
cated for a variable period, at least two to 
three weeks. Patients of this type are in 
shock, dehydrated, and certainly are as poor 
surgical risks as one may find. 

It might be well to emphasize some of the 
recent work on the toxemia associated with 
high, partial, or complete intestinal obstruc- 
tion or stasis. Gastric and duodenal ulcers, 
as well as gastric malignancies, are often 
productive of marked obstructive and re- 
sultant retention, which especially with alka- 
line therapy encourages the development of 
this toxemia. This syndrome was first de- 
scribed by Newman’ in 1861, and soon after 
by Kussmaul.* In 1898 Mayo Robson® men- 
tioned eleven cases of gastric tetany due to 
this condition, of which ten died. One of 
his subsequent cases recovered following 
gastroenterostomy. Gastroenterostomy had 
been reported as having cured a number of 
these patients. Only recently, however, 
have these observations been adequately 
applied in a practical way as a preparation 
for surgical measures. 

In 1923, Brown, Eusterman, Hartman, 
and Rowntree’? described the syndrome and 
the accompanying blood chemistry. In their 
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article they emphasized the renal involve- 
ment and outlined treatment for the condi- 
tion both before and after operation. Mc- 
Vicar™ recently reported a series of 30 
cases with the blood chemistry findings, etc. 
He showed that tetany could be anticipated 
when the carbon dioxide combining power 
exceeds 100 volumes per cent. Dixon’ 
emphasizes the marked advantage of so- 
dium chloride in its treatment, finding it 
superior to calcium chloride, or dilute hy- 
drochloric acid. 

The blood chemistry in these patients 
shows : 

1. Marked decrease in plasma chlorides. 

2. Increase in the carbon dioxide carry- 
ing capacity of the blood. 

3. Increase in the blood urea. 

With these possibilities in mind it is es- 
sential in the treatment of gastric and duo- 
denal ulcer that we observe great care. Pa- 
tients receiving alkalies should have the 
above laboratory procedures carried out 
from time to time. Where obstruction 
with retention exists the need for caution is 
much greater. It is well recognized that 
gastric or duodenal lesions with obstruction 
should be treated medically only as a pre- 
paratory measure for operative procedures. 
While it is extremely important for the 
medical man to appreciate this, it is quite as 
important that the surgeon recognize the 
importance of this medical régime previous 
to operation, as well as a proper medical 
régime following operation with elimination 
df foci of infection. To do a gastroenter- 
ostomy on a patient with a duodenal ulcer 
and to release him on any type of diet, very 
often harboring the very focus of infection 
which was the cause of the ulcer, is a prac- 
tice which is unfortunately too common. 

Many patients who require operation 
have some type of cardiac abnormality. 

This may or may not be a marked hazard. 
Where accompanied by symptoms of de- 
compensation or where a recent history of 
decompensation is elicited, surgical pro- 
cedures are out of the question. In such 
cases complete rest for six to eight weeks 
is absolutely essential. Patients with myo- 
cardial involvement showing cardiac dila- 
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tation should be placed at rest and on 
digitalis. Previous to operation it is well 
to fortify the myocardium against the at- 
tendant strain by a course of digitalis 
therapy, although this is a disputed point. 
From the standpoint of actual contraindica- 
tion to surgical measures, the electrocardio- 
gram has been of inestimable value. 

Willius’® has emphasized the importance 
of certain electrocardiographic findings 
from a prognostic standpoint. For exam- 
ple, aberrations of the Q. R. S. complex in 
all derivations carried a mortality of 62.9 
per cent in fourteen and two-tenths months 
in 81 cases studied. 

Again he’ has shown that in a series of 
patients not operated on, where no digitalis 
had been given for six weeks previously, 
presenting significant T-wave negativity, 62 
per cent died within twelve and _ seven- 
tenths months. Investigations such as 
these certainly allow for a much more in- 
telligent selection of cases. Fortunately 
most patients with heart lesions do not fall 
within the above high mortality group, and 
by proper measures may be made safe risks 
for surgery. 

As an illustration, Willius’® has shown 
that in a large series of patients with pros- 
tatic hypertrophy, by proper selection of 
cases, as well as proper preparation, not a 
patient died from cardiac disease. 

Such conditions as hypertension, nephri- 
tis, and arteriosclerosis all call for a pre- 
operative medical régime to determine their 
degree, as well as for improvement of the 
patient’s general condition. Blood chemis- 
try tests are essential. Creatinin determina- 
tions of above 6 milligrammes per 100 cc., 
especially with findings of a neuroretinitis, 
indicate a poor prognosis, and when around 
10 milligrammes prolongation of life over 
a few months is very unusual. A repeatedly 
low phenolsulphonephthalein test from 0 to 
10 likewise gives a serious prognosis. Where 
a cardiovascular-renal syndrome of fairly 
long standing exists, hope for improvement 
of any degree is practically nil. Prostatic 
cases presenting these more favorable find- 
ings offer the best chance for improvement. 
Regarding cerebral arteriosclerosis, allow 
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me to emphasize that very often it exists 
in the absence of generalized arteriosclerosis 
and without increased blood-pressure. 

Dizziness, headache, impaired memory 
for recent events, together with ocular fun- 
dus findings of venous engorgement and 
narrowing of the arterial capillaries, and 
impairment of joint sense, are its diagnostic 
symptoms. The inadvisability of operative 
procedures where the above syndromes are 
fairly advanced is quite evident. 

A régime of rest, free elimination, forced 
fluids, etc., from time to time is very 
valuable. At this time it might be well to 
mention novasurol and calcium chloride, 
which have been used recently in patients 
with ascites. Recent work on retention of 
fluid in the body has stressed the sodium 
ion as the\ chief offender. 
effect of a milk régime in nephritis is due, 
no doubt, largely to its high calcium con- 
tent, which exerts a diuretic effect. 

A patient showing an anemia is a greater 
surgical hazard depending upon its degree. 
A'hemoglobin of 40 or below calls for a 
postponement of surgical measures until the 
blood is brought up to a point consistent 
with surgical work with safety. In many 
cases in which hemorrhage has occurred and 
has been controlled it is only a matter of 
several weeks for blood regenerative pro- 
cesses to occur. Where bleeding persists 
repeated transfusions may be necessary. 

From a diagnostic standpoint in a pre- 
vious paper on “A Study of the Severe Sec- 
ondary Anemias,” I** stated among some 
of the conclusions that : 

1. The presence of a severe secondary 
anemia should always make one suspicious 
of possible malignancy ; however, a normal 
blood picture should not prejudice one 
against a possibility of malignancy being 
present. 

2. In all cases of anemia of obscure 
causation hemorrhoids should be considered 
as a possible source, but such a diagnosis 
should be arrived at only after a. careful 
exclusion of other possible causes. 

3. A patient with a severe anemia should 
be studied from every angle, and every pos- 
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sible diagnostic aid, both clinical and labora- — 
tory, should be brought into play. These, 
together with well-seasoned judgment and 
observation, should be exercised before a 
final conclusion is arrived at. Repeated 
special examinations, such as stomach rays 
and so forth, should be used in patients 
with obscure anemia. These are being 
emphasized, as I feel that too often pa- 
tients are subjected to surgery, and for that 
matter improper medical measures, before 
a diagnosis has been made. 

As to hepatic insufficiency and obstructive 
jaundice: Investigations of liver function 
by Mann*’ have shown the importance of 
the liver in maintaining the normal blood- 
sugar level. He shows that the total removal 
of the liver results in death from exhaustion 
of the blood-sugar. An animal whose liver 
has been removed appears normal for three 
to eight hours. This is followed by a sudden 
onset of marked muscular weakness, fol- 
lowed in turn by loss of reflexes, flaccidity, 
return and exaggeration of reflexes, muscu- 
lar’ twitchings, and convulsions. Within 
two hours of the time of onset of these 
symptoms the animal dies. By the admin- 
istration, preferably intravenously, of 0.25 
gramme of glucose per kilogramme of body 
weight he has kept such animals alive for 
thirty hours. Even though in a state of 
marked convulsions they have -been quieted 
within thirty seconds by this treatment. 

These experiments show very graphically 
the relationship of the experimental physi- 
ologist to the medical man and the necessity 
of our keenly interpreting clinical findings 
from all angles. 

In patients having hepatic insufficiency 
the indication for increased sugar intake is 
definite. This applies especially in patients 
with obstructive jaundice. Walters'® has 
emphasized the importance of giving large 
amgunts of carbohydrates by mouth and by 
proctoclysis in order to increase the supply 
of glycogen to the tissues of the jaundiced 
patient. He also gives large quantities of 
water to eliminate the bile, together with 
the administration of 5 cc. of 10-per-cent 
calcium chloride solution intravenously on 
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three successive days prior to operation 
to reduce the coagulation time to normal. 
The operative mortality of these patients at 
the Mayo Clinic has been reduced from 
16 to 3 per cent. 

The advisability of obtaining a coagula- 
tion time on all surgical cases is self-evi- 
dent. 

The removal of teeth should certainly 
come within the’ scope ,of 4 preoperative 
procedure. Patients with many of the con- 
ditions already described may actually die 
following the removal of even one tooth un- 
less a proper inventory of their physical 
status be taken. Such conditions as lupus 
erythematosis desseminata, where a severe 
toxemia exists, may at certain times in its 
course present an absolute contraindication 
to even the slightest dental interference. 

It seems to me that these possibilities 
should stimulate a much greater degree of 
cooperation between the dentist and the 
medical man. With all due respect to the 
dentist, I must emphatically state that he is 
far from qualified to base opinions on the 
‘patient’s. physical status and what he or 
she can stand. It is our work to examine 
the patient prior to extractions and to tell 
the dentist how many teeth to pull at one 
time. To have more than three to five ab- 
scessed teeth pulled at one time in any in- 
dividual, even though he be in good health, 
I am sure you will agree with me, is un- 
wise. I have on a number of occasions 
elicited a history of the onset of symptoms 
of pernicious anemia, exophthalmic goitre, 
etc., following the removal of too many ab- 
scessed teeth at one séance. It is very rea- 
sonable to assume that the sudden flooding 
of the system by the large amount of toxic 
matter which this procedure liberates may 
precipitate almost any disease to which hu- 
man flesh is heir. While it may not, be the 
single exciting cause in many cases, it cer- 
tainly is a potential factor in lowering the 
resistance to a degree where disease proc- 
esses may ensue. It is important that we 
cooperate with the dentist in this respect, 
observing our. patients both before and fol- 
lowing dental extractions and perchance re- 
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enforce the treatment with autogenous vac- 
cines from abscessed teeth, rest, and other 
measures. 

Patients with positive Wassermann test 
and other evidences of syphilis should be 
treated vigorously and an attempt be made 
to make them Wassermann negative before 
operative procedures are instituted. The 
reasons for this are very obvious. Besides 
the rapid response of obscure conditions 
such as gastric lues, for example, to antilu- 
etic treatment, there is also the added safety 
to the operator. 

In all cases of lues or suspected lues, 
where the Wassermann is positive or nega- 
tive, a thorough .investigation should be 
made to insure that the existing condition 
for which the operation is to be carried out 
has not a luetic basis. 

Such conditions as gastric crises are only 
too frequently mistaken for abdominal dis- 
ease, and the patient is subjected to need- 
less and dangerous surgery. 

Much more might be said regarding this 
subject. Each condition presents many 
diagnostic and therapeutic considerations 
which it is my opinion can only be carried 
out to the best advantage of the patient by 
intelligent cooperation between the internist 
and the surgeon. Most of these advances 
have been made by internists working in 
conjunction with surgeons in large institu- 
tions. It is quite natural that this should 
be so. 

One of the gteatest advantages of group 
practice is that patients are properly exam- 
ined, and if found to be surgical, their pre- 
and post-surgical care in many conditions is 
conducted by both the medical man and the 
surgeon. The public is beginning to appre- 
ciate the importance of this. 

In so far as we appreciate these facts, 
just so far will our ability to render good 
service develop, all'of which will elevate the 
standard of medicine and surgery, placing 
the latter on a plane never entirely free 
from mortality, but at least with the latter 
reduced to a minimum, besides allowing for 
a maximum number of cures to follow op- 
erative procedures. 
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The Bismuth Treatment for Syphilis. 


In the American Journal of Syphilis for 
January, 1926, Sutton reminds us that in 
mercurial treatment, which is hazardous 
throughout, the resulting stomatitis is, in 
general, worse than that caused by bismuth. 
Diarrhea and enteritis are often observed. 
Erythematous eruptions,  scarlatiniform 
throughout, often appear on the flexural 
surfaces. Sometimes the picture is com- 
plicated by the appearance of pustulation, 
especially when inunctions are _ used. 
Finally, nephritis and albuminuria may 
occur. 

In arsenical treatment one has had to 
deplore the early fatal accidents following 
its use, and even to-day the appearance of 
severe rashes follow too intensive treat- 
ment. Happily, however, these complica- 
tions are rare if a well-regulated and 
prudent treatment is carried out. . 

Many of the reactions are due to impure 
water or to defects in the manufactured 
product. 

An acute and even fatal reaction may 
follow the initial dose if there is an active 
process going on in an important structure 
such as the brain, heart, or liver. 

More or less grave complications, such 
as albuminuria, icterus, or cardiac symp- 
toms, may follow various pathologic altera- 
tions. 

Accidents of a more serious nature may 
arise from treatment, among which are 
those which belong to the nitritoid group. 
There also occur gastrointestinal symptoms, 
febrile reactions, and erythrodermias of 
various types, especially dermatitis exfolia- 
tiva. 

In bismuth treatment, there is not a 
single serious complication due to intoler- 
ance. There have been no cases of death 
imputed to the proper use of bismuth 
itself. Stomatitis is relatively frequent, but 
there are easy methods for avoiding it. 

The question now remains: Of arsenic or 
bismuth, which should be chosen for the 
beginning of treatment for syphilis? 

The specialist who is accustomed to the 
arsenic preparations usually prefers them, 
for he considers that they have proved 
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themselves. He is not aghast at the 
dramatic appearance of unusual symptoms 
from the toxicity of these compounds and 
can cope with them. 

The general practitioner, on the other 
hand, should prefer bismuth because of its 
ease in handling. With it, serious acci- 
dents and complications are not to be 
feared, however great their activity. 
Where it is found inefficient, bismuth 
should naturally give way to the arsenicals. 

With regard to the mixed treatment 
with the arsphenamines and bismuth, the 
question is not, however, which is the 
superior drug, but rather how may these 
two synergistic preparations be used with 
the greatest resultant benefit to the patient? 

As time is the essence of most contracts, 
so is time the essence of the successful 
treatment of syphilis. Every specialist has 
his own pet procedure for treatment, but 
the essentials are: Time under treatment, 
amount of drugs used, and the general 
health of the patient. Any set scheme for 
treatment is always open to criticism, and 
no amount of routine can take the place 
of judgment based on experience. The 
following plan is based on that in use at the 
Mayo Clinic in the department of derma- 
tology and syphilology. 

McCafferty, Green, Hoffmann and others 
advise against the use of bismuth alone in 
early cases where the aim is complete and 
rapid sterilization because of the slower 
action of ‘bismuth on the treponemata. 
Sutton has found the following treatment 
of the utmost value in early syphilis: 

Arsphenamine in doses of 0.3, 0.5, and 
0.5 gm. in the first nine days. 

Five more injections of arsphenamine at 
the rate of 0.4 gm. each week. 

Begin bismuth injections of 0.2 gm. twice 
a week after the fourth intravenous injec- 
tion of arsphenamine, and continue until 
sixteen have been given. 

The second course consists of six injec- 
tions of arsphenamine, 0.3 to 0.4 gm., and 
a continuation of the bismuth injections at 
the rate of two a week until the end of the 
course, when a rest of four weeks is given. 

The bismuth is stopped for four weeks, 
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when, if there are no signs of intolerance, a 
second course of twelve to sixteen injec- 
tions is given with the third course of 
arsphenamine. 

Four to six weeks’ rest from arsenic after 
the second course of arsphenamine, when 
the third course of four to six intravenous 
injections of salvarsan is given, with also 
twelve to sixteen injections of bismuth. 

The patient has now had a total of four 
courses of arsphenamine with an interval 
of not to exceed six weeks between courses. 

There are a series of four courses of 
bismuth injections so given as to overlap 
the first two arsphenamine courses. 

A_ spinal puncture should be done with 
the second injection of arsphenamine, and 
if fluid is abnormal should be repeated at 
the end of every course. 

A total of 4.5 gm. of arsphenamine and 
9.0 gm. of bismuth are thus administered 
the first year. 

If the patient is in poor condition, or if 
he has an acute process in some important 
structure, he should have two weeks’ 
preparatory treatment with mercurial in- 
unctions and potassium iodide before 
bismuth and the arsphenamines are exhib- 
ited. Neo, silver, or sulph-arsphenamine 
is used thereafter according to the patient’s 
condition for six weeks, and _ bismuth 
injections in a course of twelve to sixteen. 
After the course of arsenicals is finished a 
rest from that treatment is given for from 
three to six months, with a course of five 
to ten bismuth injections in the interim, 
when the course is repeated. The giving 
of bismuth between courses of arsenic 
treatment is important, for protection is 
given the patient from recurrences in 
viscera arid the nervous system. 

In Wassermann-fast and Wassermann- 
resistant cases bismuth is especially useful 
in reducing the seroreaction. Especially 
good results are obtained from the com- 
bination of a new arsenical with it. Thus, 
if a patient has never had silver arsphena- 
mine or sulpharsphenamine, these newer 
preparations in combination with both 
soluble and insoluble bismuth salts produce 
gratifying changes. 














MEAT DIET AND THE KIDNEYS. 





On a number of occasions in the past we 
have called attention to the fact that the old- 
fashioned idea to the effect that red meats 
were, gramme for gramme, more dele- 
terious to patients suffering from nephrosis 
than white meats had long since been dis- 
carded by those who know most about such 
matters. The question for decision now is 
as to how deleterious any amount of pro- 
tein food may be for such a patient. 

It is the custom of many physicians to 
direct a patient to dispense with all animal 
food when evidences of nephrosis are pres- 
ent, in entire disregard of the fact that 
proteins are necessary in a well-balanced 
diet for complete nutritive processes. Ob- 
viously it is necessary to cut down protein 
foodstuffs if they are being taken in excess, 
and, as with the case of alcohol and tobacco, 
the question of what is an excess must be 
determined by the physician for each indi- 
vidual patient. Furthermore, it is evident 
that certain protein foods are much more 
prone to produce educts which will be dele- 
terious in their effects than other foods of 
this type. 

Some time since a research was published 
to determine what the effect of protein foods 
was upon the blood-pressure, with the result 
. that little or no effect was found to exist. 
We now have a report, published in the 
Journal of Experimental Medicine, by Mil- 
ler, in which he tells us how he studied the 
effect of. high protein diet on the kidneys. 
In quoting some of the literature on this 
subject one of the noteworthy points is the 
fact that rabbits were used as the subjects 
of experiment. It has always seemed to us 
that it was important in carrying out such 
researches to use animals accustomed to the 
types of food which were tested, either 
omnivorous animals or animals relying 
largely upon a protein diet, and, of course, 
rabbits do not come in this class, although 
in their ordinary foodstuffs there is obvi- 
ously some protein. In Miller’s research 
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he employed rats, which may be considered 
as omnivorous animals. He not only 
studied the effect of a high protein diet 
upon these animals, but he also studied the 
effect upon rats from which one kidney had 
been removed by the operation of nephrec- 
tomy. He used seven groups and fed them, 
with foods containing protein derived from 
grain, casein, meat, milk with starch, fat, 
and vitamins. The object of removing one 
kidney was to throw a double load upon 
the remaining organ, and the experiments 
were continued for a period varying from 
nine weeks to six months. During this 
time the blood uric acid, blood urea nitrogen 
and microscopic examinations of the kidneys 
revealed no evidence of kidney damage, 
although when only one kidney was left 
there was evidence of kidney hypertrophy 
resulting not only in increased weight of 
this organ, but in increased diameter of the 
capillary tufts and tubules when higher 
protein diets were administered. Neither 
intact nor nephrectomized animals showed 
any renal disease as the result of such 
feeding. : 

It is interesting to note that these investi- 
gations support those of Osborne, Mendel, 
Park and Darrach, who also employed high 
protein diets and found that the only kidney 
change was the hypertrophy to which we 
have referred. Somewhat similar results 
have been obtained by Putnam and Gamble, 
who however experimented with rabbits. 

It will also be recalled that Squier and 
Newburg, who studied the effect of high 
protein diets on five patients, suffering from 
chronic nephritis with headache, dizziness, 
disturbance of vision, high blood-pressure, 
and low phthalein output, found that the 
blood urea nitrogen rose from 9.8 and 19.1 
to 15.4 and 28.9 in three instances, but in 
one case it fell from 15.8 before such a diet 
to 14 mgm. while the high protein diet was 
being taken, and further that blood-pressure 
was not influenced. 

From these studies it would appear that 
meat in the diet is not as deleterious as some 
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persons have thought, but there can be no 
doubt, of course, that very high protein 
diets are bad for patients with renal disease 
since such diets greatly increase the labor 
of the kidneys. 

The last investigators that we have 
quoted found that when they fed as much 
as one and a half pounds of beefsteak in a 
day to each of four normal young men, 
blood cells were found in the urine in every 
instance, and these were taken as evidence 
of renal irritation. 





HOUSE DISINFECTION. 





The best measures to be instituted for the 
disinfection of premises which have been 
inhabited by a person, or persons, suffering 
from an infectious disease are probably yet 
to be discovered. In general terms it may 
be stated that the most efficient method at 
hand is that of tightly sealing the room, plac- 
ing formaldehyde solution in a metal bucket, 
which in turn is set in a larger vessel con- 
taining water, and then adding permanga- 
nate of potassium, when in the process of 
active chemical change a great volume of 
formaldehyde gas is set free. The fault 
with this method is that unless everything 
in the room is thoroughly exposed the gas 
does not gain access with sufficient thor- 
oughness to destroy pathogenic organisms, 
the more so if fabrics are not moistened. 
In many instances, too, a sufficient number 
of hours of exposure to formaldehyde is 
not permitted and so imperfect disinfection 
ensues. 

Some means of restoring ventilation in 
the apartment disinfected should be estab- 
lished beforehand by leaving a window in 
such a condition that it can be opened from 
the outside, as it is not possible for one to 
enter the room so charged until some hours 
after fresh air has been allowed free ac- 
cess. 


In many instances the setting free of a 
mere odor of formaldehyde induces a sense 
of safety, when in reality it is entirely use- 
It is for this reason that the Editors 


less. 
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of the THERAPEUTIC GAZETTE wrote to the 
Bureau of the United States Public Health 
Service in Washington for an expression of 
opinion as to what should be done, and Dr. 
H. S. Cumming, the Surgeon-General of 
the United States Public Health Service, 
was courteous enough to send the follow- 
ing statement: 
“Disinfection plays a most important rdle 
in public health work, but not that form nor 
that employment of disinfection which is 
still most thought of by the general public, 
and which was, until a few years ago, com- 
monly employed by sanitarians. In the 
present-day conception of communicable 
diseases, environment is less important than 
the sick individual, and disinfection has ac- 
cordingly been shifted from the surround- 
ings of the patient to the morbific products 
of his disease which his body eliminates. 
Moreover, although gaseous disinfection 
was supported by much experimental evi- 
dence of its efficacy, it became evident that 
in actual practice it was not applied so as to 
insure the results desired, and gave rise to 
a sense of security which was not justified. 
“At present, health officials are agreed 
that the discharges, exfoliations, excreta, 
etc., which come from the patient’s body 
should be immediately disinfected all 
through the infectious period of the illness. 
This is known as concurrent disinfection, 
and-may be accomplished in a variety of 
ways according to the nature of the mate- 
rial. Burning, boiling, and chemical dis- 
infection are used according to the mate- 
rials to be destroyed or the utensils, to be 
cleansed. It is apparent that if this be 
faithfully and completely carried out, the 
surroundings of the patient will not become 
contaminated. In cases where, on account 
of the nature of the illness or lack of con- 
trol of the patient, it has been impossible to 
prevent completely the contamination of 
the surrounding objects, these should re- 
ceive appropriate terminal treatment—me- 
chanical cleansing with soap and water, fol- 
lowed, if necessary, by wiping off with a 
chemical disinfectant, floors, walls, and fur- 
niture; and by burning, boiling, steaming 
under pressure, or chemical disinfection of 











bedding and personal articles according to 
their value, nature, and degree of pollution. 

“There are some communicable diseases 
of unknown etiology and conjectural means 
of transmission, in connection with which a 
health official cannot be greatly criticized 
for employing gaseous terminal disinfection 
as a possible added safeguard to the public, 
but he should not rely upon it to the exclu- 
sion of other methods, where it has been 
possible to employ them. 

“Fumigation is a form of gaseous dis- 
infection which aims at the destruction of 
insect or verminous vectors of disease. It 
is a very essential weapon in preventing the 
spread of such diseases as are carried by 
mosquitoes, rats, etc. Its use in bacterial 
diseases which are carried directly from 
man to man has been largely and logically 
superseded. 

“Another useful application of disinfect- 
ants is in the treatment of water and milk 
supplies, chlorine being commonly used in 
the former and heat in the process of pas- 
teurization in the latter. 

“These illustrations, it is believed, make 
clear the contention of the modern sani- 
tarian that disinfectants are an essential 
part of his armamentarium, but that he uses 
them in different forms and in different ap- 
plications than was the practice not so many 
years ago.” 





THE TREATMENT OF CIRCULA- 
TORY FAILURE DUE TO 
DIPHTHERIA. 





In many instances circulatory failure has 
such a sudden and fatal onset that no meas- 
ure of relief can be instituted in time to do 
any good. On the other hand, there are a 
great many cases in which during or after 
an attack of, diphtheria it is evident to the 
careful physician that the function of the 
heart has become seriously affected, and he 
is, therefore, most anxious to do anything 
that he can to protect it from further dam- 
age and to, if possible, improve its condi- 
tion. All too frequently in the past he has 
found that remedies which ordinarily do 
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good to failing hearts completely fail, which 
is not surprising, because it has long been 
recognized that there was an immense dif- 
ference between the effect of drugs upon a 
heart suffering from ruptured compensa- 
tion as the result of fatigue and a heart 
which is failing because of toxemia. 

In these conditions, digitalis and other 
cardiac stimulants fail not because they do 
not possess potency, but because the heart 
muscle has been so affected or degenerated 
by exposure to the poison that an abnormal 
muscle cannot be expected to react nor- 
mally. 

Recently Edmunds and Cooper have car- 
ried out a research of much interest and 
value along this line, which they published. 
in the Journal of the American Medical As- 
sociation. An interesting point which they 
emphasize, and which we have often called 
attention to, is that experiments upon nor- 
mal animals designed to determine the action 
of drugs, while of great value, do not neces- 
sarily give us all the information that we 
desire in regard to their effect in disease. 
Our lack of knowledge of how drugs act 
in disease depends chiefly upon the fact that 
it is impossible to make experiments upon 
human beings except in relatively rare in- 
stances. These investigators of course used 
animals in their studies, but they attempted 
to produce a condition similar to that met 
with in children suffering from diphtheria 
by injecting dogs with known quantities of 
diphtheria toxin taken from culture, using 
different sized doses to produce varying 
effects. They also governed the thorough- 
ness of their experiments by having the 
hearts of such animals given to a compe- 
tent pathologist (Warthin) to determine the 
pathological changes which the toxins had 
induced, and by this means gained a con- 
ception of the gravity of the toxic state 
of the muscle in each individual case, which 

information was then considered -in con- 
junction with the cardiac symptoms during 
life. Our readers will be interested in 
hearing that their experiments indicate 
what one would have expected, namely, that 
the earlier the cardiac impairment is recog- 
nized, the better the results, and again, that 
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digitalis and other cardiac stimulants often 
failed, when the condition was advanced, to 
produce much effect, as did also adrenalin, 
although both of these drugs produced more 
or less change for the better. This was par- 
ticularly true in regard to adrenalin, al- 
though oftentimes the effect was only very 
fleeting. 

As compared to the slight effects of 
these standard remedies, it is interesting to 
note that glucose given intravenously if the 
cardiac muscle was not too seriously dis- 
eased, gave by long odds the best results, 
in many instances it seeming to act as a 
life-saving agent. Indeed, they state that 
if they could get 10-per-cent glucose solu- 
tion into the veins before the heart stopped 
they were certain to save the life of a dog, 
not’ necessarily permanently, but it pro- 
longed life, when the damage was severe, 
for a number of hours. 

To cite one instance, a dog which was 
considered moribund from diphtheria toxin 
had a blood-pressure of 10 mm. An injec- 
tion of glucose and acacia raised the pres- 
sure to 54 mm., and 3 cc. tincture digitalis 
then raised it to 7 mm., but the dog ulti- 
mately died with chronic endocarditis, Zen- 
ker’s necrosis, fatty degenerative infiltration, 
and numerous hemorrhages into the heart 
muscle. 

They also found that pituitrin was a 
useful drug; thus in one instance when 
there was a blood-pressure of 50 mm. it 
was raised to 140 by the use of pituitrin, the 
pressure being well sustained. 

It would appear that in many of these 
instances a low blood-pressure was more 
responsible for the early death of the ani- 
mal than the state of the heart, although 
later on the degenerative changes to which 
we have referred as occurring in the heart 
muscle inevitably brought death. 

Because of its known physiological action 
we would imagine that interesting results 
might have been obtained in this series of 
experiments had atropine also been tried. 

Finally, Edmunds and Cooper conclude 
that glucose gives the best effects, that 
adrenalin and pituitrin are useful, but that 
acacia, and strychnia, are practically useless. 
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HEXYLRESORCINOL AS A URI. 
NARY STERILIZING AGENT. 





Some months ago we published in the 
editorial columns of the THERAPEUTIC 
GAZETTE an article which dealt with this 
subject. We could not help feeling at the 
time that some of the reports concerning 
the efficiency of the new substance hexyl- 
resorcinol were unduly enthusiastic, but 
much additional study has been made of it, 
and this is deserving of attention in order 
that we may reach definite conclusions. 

It is evident that any drug used for this 
purpose must be given in large enough 
dose to be really efficacious, and it is also 
evident that this dose must not possess 
toxic properties. 

It will be recalled that hexylresorcinol 
is administered dissolved in oil placed in 
capsules. Leonard and Wood have recently 
pointed out that no less than 8 to 10 grains 
three times a day, which is equivalent to 
3 or 4 capsules, immediately after each 
meal must be used if full efficiency is to be 
obtained, and, furthermore, that fluids taken 
by the mouth must not be pushed since by 
this means the antiseptic is diluted and loses 
its power. They place considerable import- 
ance upon the surface tension of the urine 
and believe that bicarbonate of soda should 
not be given when this drug is being ad- 
ministered because it diminishes its activity. 
On the other hand, they assert that hexyl- 
resorcinol is equally efficacious in alkaline 
and acid urine. 

Again patience and persistency are re- 
quired for satisfactory results, and our 
readers should bear in mind that in urinary 
infections produced by the bacillus coli and 
allied groups, it is usually necessary to con- 
tinue the administration of hexylresorcinol 
for from two to three months persistently. 
Because free water-drinking is often essen- 
tial in certain cases to aid the kidneys in 
their function, these observers consider it 
wise where infection is present to withhold 
the use of hexylresorcinol until the need of 
a large quantity of fluid has passed by. 
They do not seem to think that any drug, 
except sodium bicarbonate, is contraindi- 
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cated during its use, and they emphasize 
their belief that this contraindication is not 
because of the alkalinity of the urine which 
it induces, but because the soda raises the 
surface tension of the urine. Neither do 
they consider that nephritis is a contra- 
indication, it having shown no injurious 
effect, but in some instances benefit, as 
indicated by diminishing albuminuria and 
pyuria with disappearance of associated 
dropsy. Experiments upon animals would 
seem to show that doses even in excess of 
therapeutic quantities do not act as renal 
irritants. 

Finally it is not to be forgotten that in 
many cases the focus of infection is not 
in the kidney or in its pelvis, but in some 
other portion of the body, and that it is 
hopeless to attempt to produce asepsis in 
the urinary tract if it is to be continually 
exposed to further infection from more or 
less distantly situated: localities which are 
harboring pathogenic organisms. 





MORPHINE, ATROPINE AND 
THE KIDNEYS. 





It has long been thought by some prac- 
titioners of medicine that advanced renal 
disease contraindicates the employment of 
morphine, either because it tends to in- 
crease intoxication symptoms or because it 
is believed by them to limit renal activity, 
an action most undesirable when oliguria is 
already present. There has been little 
scientifically accurate evidence advanced to 
support these views. Indeed a number of 
eminent practitioners have from time to 
time combated it and have, employed 
morphine for the purpose of overcoming 
uremic convulsions. Even now we do not 
khow all the causes of puerperal eclampsia, 
and such a condition is probably due to 
various factors and in. some cases to more 
than one in a given patient, but it is to be re- 
called that one of the most efficient methods 
of treating eclampsia has been the adminis- 
tration of sufficient morphine to produce a 
very powerful effect. 

Recently Haines and Milliken had their 
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attention directed to this matter by the pub- 
lication of another paper in which it was 
shown that there is much difference of 
opinion still existent in regard to the renal 
action of morphine. They therefore at- 
tempted to solve this question by employ- 
ing tests of renal activity, using indigo- 
carmine as the dyestuff. Because of the 
very common practice of combining atro- 
pine with morphine they used this mixture 
and. found that instead of its diminishing the 
elimination of the dyestuff, it, if anything, 
bettered it. 

They then carried out a second series of 
tests with phenolsulphonephthalein, and, so 
far as this dyestuff is concerned, seemed 
to prove that here again morphine and atro- 
pine slightly accentuated kidney activity in 
normal persons. 

In connection with the influence of anes- 
thetics, upon the kidney and the employment 
of morphine and atropine, they found, in 
animals, that if full doses were given before 
ether the usual diminution in renal secre- 
tion induced by ether was prevented, and 
point out that if these experiments are 
proved to be in accord in the case of human 
beings there would be another good reason 
for employing them in surgical cases over 
and above the lessened amount of anesthetic 
usually required when they were given be- 
forehand. 

Although this subject requires investiga- 
tion to a greater extent than at present has 
been attempted, the reports which we have 
just quoted have definite practical interest. 





THE DOSAGE OF OXYGEN GAS. 





Not long since we dealt with this topic 
and pointed out that the ordinary method 
of administering oxygen by allowing the gas 
to escape from the nozzle just below the 
nostrils of the patient had little if any 
therapeutic effect aside from its psychic 
influence. At that time it was suggested 
that, as no patient who is short of breath 
will tolerate a mask being placed over his 
face, the gas be given through a soft- 
rubber catheter, which first had been passed 
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through the nasal chamber. Even this 
method does not utilize all the oxygen 
which is delivered from the container. 

To illustrate the futility of the ordinary 
method of administering oxygen, we note 
with interest part of a lecture delivered re- 
cently by Yandell Henderson in London; a 
lecture in which he discusses, in an interest- 
ing and most accurate manner from the 
scientific standpoint, the respiratory function 
and its relationship to heart action. He 
points out that in the athlete, when he is at 
rest, the heart makes large beats with slow 
rhythm, his stroke index being 1.5 cc. of 
blood or more per kilo per beat, and with 
moderate activity there appears to be little 
increase in the size of the stroke, the in- 
creased blood flow being chiefly delivered by 
the quickening of the pulse; but a very dif- 
ferent proposition arises when vigorous ex- 
ertion is attempted, his stroke index doubling 
and his total circulation, which is equal to 
five or six liters per minute during rest, rises 
above twenty liters a minute under vigorous 
exercise and may even exceed thirty liters, 
or eight gallons, a minute in the athlete 
who rows in a university crew in a close 
contest. 

It would seem at first glance as if these 
facts have little to do with the employment 
of oxygen in conditions in which this gas 
is really required, but the point is that a 
patient who is breathing with great difficulty 
is expending an amount of energy in his 
respiratory muscles which is very similar 
to the energy which is expended by other 
muscles in healthy vigorous exercise. In 
the athlete he may use as much as two 
liters of oxygen per minute, half of which 
Henderson believes to be absorbed as it 
rushes through the tissues. If this great 
quantity of oxygen is utilized when active 
physical exercise is voluntary or involun- 
tary, it is manifest that the quantity of 
oxygen delivered from an oxygen cylinder 
should be far greater than the amounts 
commonly supplied to patients. Indeed, as 


already pointed out, a gasping patient who 
is distinctly cyanotic should probably re- 
ceive as much oxygen in a few minutes as 
he now commonly receives in several hours. 
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THE PROPHYLAXIS AND 
TREATMENT OF 
MEASLES. 





In this issue of the THERAPEUTIC 
GaAzETTE we publish a most interesting 
contribution by Cowley upon the use of 
immune blood serum in the treatment of 
measles, showing that although the method 
may be still somewhat crude, nevertheless 
such a plan has very distinct and positive 
advantages in shortening the course of the 
disease and in modifying its severity. 

It will be recalled that some weeks ago 
Ferry of Detroit reported upon the result of 
his work in an effort to provide a scientifical- 
ly accurate method of combating this disease. 
We now have appearing in the Boston Med- 
ical and Surgical Journal an article by 
Townsend in which he reports upon the use 
of blood serum, derived from those who 
have recently had measles, for prophylactic 
treatment, his experience being gained in a 
large school for boys. He used the serum 
derived from a recent convalescent from 
measles in 63 cases. A dose of .20 cc. de- 
rived from an adult who had had measles 
twenty years before seemed to have no 
effect in preventing or modifying the dis- . 
ease. On the other hand 9 cc. of whole 
blood, or 5 to 5.5 cc. of ‘its serum, had in 
his experience little effect in preventing in- 
fection, but influenced markedly the course 
of the disease when given before the end 
of the first week of the incubation period. 

It was found that when serum derived 
from a recent case was given as a prophylac- 
tic at least eight days before the development 
of the rash the fever lasted three and four 
days, whereas in patients who had received 
no inoculation the febrile period was nearly 
seven days. He also found that there was 
a considerable modification in the severity 
of the fever while it lasted, and that the 
period which it was thought necessary to 
detain the boys in the infirmary was cut 
down from thirteen to a little less than ten 
days. No complications occurred in the 
inoculated group of 32, whereas in the con- 
trol group of 21 there was one case of 
bronchopneumonia, one of otitis media, one 
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of frontal sinusitis, and one of external 
otitis. No ill effects followed the inocula- 
tion. The serum was not given intra- 
venously, but intramuscularly, and produced 
nothing more than some local soreness for 
twenty-four or forty-eight hours at the 
site of injection. 

It is manifest that further reports must 
be received, and perhaps more refined 
methods arrived at, before a final conclu- 
sion can be reached as to the best method 
of using immune serum for prophylaxis and 
treatment, but it is also evident that this 
disease can soon be largely eradicated. 





CONSERVATIVE TREATMENT 
OF PEPTIC ULCERS. 





In the controversy, if it may be so called, 
bearing on the treatment of peptic ulcer, the 
physicians holding this lesion curable in a 
large proportion of cases by medical means 
and proving this contention by statistics 
which are suggestive rather than convincing, 
the surgeon maintaining that medical cures 
are time consuming, expensive, and uncer- 
tain, and proving to his own satisfaction by 
biopsies that these views are correct, the 
question as to the underlying causes for 
these lesions has excited widest attention. 

It is generally recognized by those who 
have followed current literature that gastric 
and duodenal ulcers are nearly always sec- 
ondary to general systemic disturbances or 
to lesions elsewhere. Reeves has shown 
that the blood-vessels of the submucosal 
ulcer areas are widely separated, and tor- 
tuous, that they anastomose infrequently, 
and are subject to probably prolonged con- 
striction by muscular contractures. As 
pointed out by Smithies (Annals of Clinical 
Medicine, December, 1925), there is a close 
lymphatic relationship between the pyloric 
area and that of-the cecum and the biliary 
tract. 

'As regards interference with the normal 
arterial blood supply of the pyloric region, 
whether it be due to spasm, embolus or 
Sclerosis, this may be regarded as a strong 
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predisposing fact in proteolysis and ulcer 
formation. The second great factor in pro- 
ducing ulcer is from lymphatic drainage 
from a focus of infection. 

Smithies has tabulated what he believes 
to be the etiological factors associated with 
522 histologically proved chronic gastric 
ulcers. Infections took the first place; 
thereafter arteriosclerosis. It is noteworthy 
that in his study of gastric chemistry he 
found the acidity in the ulcer cases well 
within the normal in 45 per cent, while it 
was low, or entirely absent, in 25 per cent. 
It is further shown that pain is not com- 
monly present when gastric acidity is high- 
est; and low acidity cases are as promptly 
relieved by alkalies as are those with a high 
degree of acidity. Bearing on gastric mo- 
tility, Smithies notes that the fasting stom- 
ach is in a state of tonic contraction, that it 
contains hydrochloric acid and pepsin, and 
that hunger is manifested by rhythmic gas- 
tric contractions, moderated by eating and 
continued until the stomach is empty. 

Water and normal salt solution cause 
limited gastric secretion and the stomach 
is emptied with extreme rapidity and with 
little effort. Carbohydrates also pass on 
fairly rapidly, unless to them be added alka- 
lies. Proteins pass on less rapidly than do 
carbohydrates, exciting a very free secretion 
of gastric juice. Fats are the slowest of 
all to be projected into the duodenum. The 
most active mixing up of food with acid 
chyme occurs in the antrum and in the 
pyloric region of the stomach. 

Basing his therapeutics upon etiological 
factors and the physiology of the stomach, 
Smithies sets forth the treatment which he 
believes successful in cases in which it is 
applicable. His cases are carefully selected, 
which necessarily implies a search for a 
primary focus, the shutting off of sources 
of bacterial supply, a consideration of the 
circulation, its adequacy, the condition of 
the blood, and relief from nervous stress, 
and, in so far as this is possible, the exclu- 
sion of syphilitic infections and underlying 
causes. If the ulcer has resulted in causing 
cicatrices and these are causative of great 
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gastric or duodenal deformity, surgery is 
indicated. It is also indicated in calloused 
gastric ulcers one inch in diameter and 
shown by chemical examinations of the 
stools to be constantly bleeding, even though 
this blood be small in quantity. 

In determining the type of ulcer to be 
subject to medical treatment, Smithies puts 
but little dependence upon gastric chemistry, 
holding that dyspeptic symptoms are due to 
disturbance of the motility rather than to 
alterations in the gastric secretion. 

The basal principle of treatment is rest. 
As to overalkalinization, it is pointed out 
that toxic symptoms, particularly in the 
aged, are produced thereby. Bearing on 
medicine, while it has not a healing action 
upon the ulcer, there are some drugs which 
lessen painful spasm. It is further sug- 
gested that chewing of paraffin wax relaxes 
pyloric spasm; largely through stimulating 
a proper swallowing reflex, and by fatigue 
of the hunger-like contractions. Atropine 
and bromides are serviceable at times. Or- 
thoform in 10-grain doses in warm water is 
spoken of as an occasional local anesthetic. 
For the relief of overacid conditions milk 
of magnesia is preferred to bicarbonate of 
soda, or calcined magnesia. The seepage of 
blood is usually an index for operation. 

Bearing on his treatment by physiological 
rest Smithies notes that the average period 
of incarceration was twenty-six days, that 
pain as a rule was promptly relieved usually 
within two days, that night hypersecretion 
is promptly controlled, that the blood seep- 
age also yielded promptly, 92 per cent being 

free at the end of five days, and that 1.5 
per cent went on to perforation. 

‘In those patients who were subject to 
laparotomy for their intra-abdominal lesions 
54 showed healed scars, proving that peptic 
ulcer can heal if given a fair chance. Those 
patients not cured—a large number—showed 
greatly increased time interval between at- 
tacks. There was 14 per cent of recurrence, 
about 114 per cent of these after a number 
of attacks. Of the whole group of 470 
patients, Smithies claims a cessation of ulcer 
process in 361. 
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BACKACHE IN WOMEN. 





A complaint fairly common in all civil- 
ized communities, but perhaps more often 
brought to doctors for relief by women 
than by men, is backache, for which a mul- 
titude of remedies are advised—the majority 
of them in the form of external applications 
of either plasters that cling, liniments that 
sting, or ointments which by producing a 
moderate degree of erythema probably owe 
their major value, if they possess any, to 
the mechanical rubbing which is supposed 
to cause them to penetrate and affect deeper 
structures. The student of medicine is 
usually cautioned by his instructor not to 
mistake backache due to faulty metabolism 
and customarily called rheumatic for that 
due to spinal caries or aneurism. At times 
tragic consequences have resulted. These 
two affections are extremely rare, particu- 
larly aneurism, and as for caries this is 
usually, but not always, accompanied by 
other sufficiently characteristic symptoms, 
particularly rigidity, local tenderness, and 
pain on jarring. 

There is a backache of renal origin, inci- 
dent probably to the congestion caused by 
one or more abnormalities, placed, as a rule, 
high up at about the costovertebral junction, 
and at times, but not always, unilateral; 
often, in the case of a latent renal tubercu- 
losis, troubling the patient by a dull, per- 
sistent pain so moderate in intensity as to 
be forgotten when the mind is occupied by 
other things, but lasting days and weeks 
and yielding little or not at all to the ordi- 
nary household remedies, even to that most 
potent one the hot-water bag. 

The backache of pelvic origin is usually 
placed lower down about the sacrum, and 
when women present themselves exhibiting 
this symptom in its persistence there has 
been in the past a tendency to attribute the 
pain to some abnormality of the genital 
organs and particularly, in the case of mar- 
ried women, to a laceration of the cervix. 
There seems little ground for this belief. 
Gynecologists who carefully examine into 
this matter find in women that if the back- 














ache really be of pelvic origin this is asso- 

ciated with a retroverted uterus fixed in 

position. by pelvic inflammation. This back- 

ache is made worse by exercise and becomes 

aggravated during the monthly period. 

There is reason to believe that retroversion 

without fixation may be a causative factor; 

this is so, however, only in case of women 

who have borne children and exhibit a large 

uterus. As a test, the retroversion without 

fixation may be corrected by fitting a pes- 
sary, under which circumstance the back-* 
ache should disappear providing this dis- 
placement be its cause. This from the pa- 
tient’s standpoint is a more satisfactory 
diagnostic method than is that dependent 
upon an abdominal operation and the secur- 
ing of the uterus in the anterior position. 

Andrews (British Medical Journal, Dec. 
26, 1925), bearing on the question of retro- 
version and its relation to backache, states 
that he has seen many cases in which the 
doctor bringing his patient for consultation 
stated that the uterus was retroverted be- 
cause it could be felt bulging into the rec- 
tum. In reality the bulge felt by rectal 
palpation was the cervix. As to the effect 
of prolapse in producing backache it is 
noteworthy that this symptom may not 
develop even in the presence of complete 
prolapse. There is evidence, however, to 
suggest that backache may be associated 
with prolapse; possibly due to an associated 
visceroptosis and dragging upon the mesen- 
tery. 

Andrews holds, and justly, that many if 
not the majority of women who complain of 
backache of sufficient real or imagined se- 
verity to bring their complaint to the doctor 
are really overfatigued in so far as their 
abdominal and back muscles are concerned. 
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The weakness of the abdominal muscles al- 
lows of visceroptosis and a mesentery pull. 
Such backache should be, and often is, re- 
lieved temporarily by the recumbent position, 
by a properly adjusted and fitted abdominal 
supporter, and, excepting in the case of 
overworked women busy with the care of 
a large family, by appropriate exercises 
directed to strengthening the body muscles, 
supplemented by periods of rest. 

Backache due to strain or even great 
trauma such as might cause fracture without 
displacement of the vertebra is much less 
common in women than it is in men, and 
its diagnosis is dependent upon a history with 
persistence and even aggravation of symp- 
toms in case a bone be fissured or broken. 
Here, rest in the case of injured bone and 
guarded exercise in the case of a strain are 
the indications for treatment. A periarthri- 
tis, or myositis, of toxic origin from the 
teeth, tonsils, gall-bladder, appendix, or in- 
testinal tract is frequently manifested in 
the back of both men and women. In its 
acute form it is called lumbago, in its 
chronic form muscular rheumatism, and 
even by the doctor sacroiliac inflammation. 
The elimination of toxicity is the secret of 
success in treatment, and when this is prac- 
ticed and supplemented by external applica- 
tions, the latter usually receive the credit of 
the cure. For the sacral iliac tenderness and 
pain, especially that following a sprain, firm 
strapping at times gives marked and even 
complete relief. 

Bearing on the tuberculous spine Andrews 
states that if the patient can touch her toes 
without bending her knees, bend over back- 
ward and to either side, and can stand being 
thumped all over her back without pain, 
disease of the spine can be excluded. 
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Progress in Therapeutics 


Medical Therapeutics 


Uterine Hemorrhage Complicating 
Pregnancy. 


In the Atlantic Medical Journal for Jan- 
uary, 1926, SCHUMANN well says that the 
management of placenta previa constitutes 
one of the important phases of clinical 
obstetrics, yet wide differences of opinion 
exist among obstetricians as to the best 
procedure to be employed. The methods 
of treatment most in vogue at this time are: 
version, with extraction of the leg, the 
breech acting as a tampon in the cervical 
canal (Braxton Hicks’ maneuver); rup- 
ture of the membranes, allowing the pre- 
senting part to descend to the internal os 
and make pressure upon the bleeding pla- 
centa; the use of a dilating rubber bag, 
either intra-ovular or extra-ovular, to make 
pressure against the placenta or the uterine 
wall, as well as to facilitate dilatation of the 
cervix ; Cesarean section. 

These various plans, with their merits and 
demerits, form a most interesting thesis for 
debate, but space does not permit of more 
than a brief abstract of their possibilities. 
Braxton Hicks’ version offers a fairly good 
prognosis for the mother, provided the 
cervix is dilated or dilatable to such degree 
that a foot can be brought down without 
excessive hemorrhage occurring during the 
performance of this operation. Further- 
more, there must be no disproportion be- 
tween the fetus and maternal pelvis, since 
in this event the delivery of the child will 
prove so slow and damaging that further 
grave hemorrhage is invited. The dangers 
to the child under this method of delivery 
are very great, the infant mortality being 
well over 50 per cent. The procedure is 
advised only when the child is small, or 


dead, or when hospital facilities are not , 


available and severe hemorrhage makes 
some form of immediate hemostasis para- 
mount. 

Metreurysis, or the introduction of a 


dilatable bag, has found great favor with 
some obstetricians. The bag may be passed 
through the placenta and into the cavity of 
the ovum, it being then filled and traction 
upon its stem causing the placenta to be 
compressed between the bag and the uter- 
ine walls; or the bag may be introduced 
carefully into the cervix below the placenta, 
its elastic pressure causing dilatation of the 
cervix, as well as occluding the bleeding 
sinuses. The late Dr. Cragin of New 
York was an ardent advocate of this meas- 
ure, and achieved marked success by its 
use. 

The so-called Rotunda treatment—simple 
rupture of the membranes, the descending 
presenting part making hemostatic pressure 
on the placenta—has but little to commend 
its general utilization. Available only in 
those instances of partial or marginal im- 
plantation of the placenta when a pouch of 
membranes protrudes beside this organ, its 
field of usefulness is distinctly limited. 

Cesarean section offers the greatest 
measure of safety for both mother and in- 
fant, when properly performed. Unless 
the mother is profoundly exsanguinated 
there should be no greater mortality rate 
for either patient than when the same opera- . 
tion is performed for some other indica- 
tion, as, for example, contracted pelvis. 
With the rapid multiplication of community 
hospitals and the increasing number of 
trained surgeons throughout the country, 
this operation is quite generally practicable, 
and should be the procedure of choice in all 
cases of central implantation of the placenta 
unless some very definite contraindications 
exist. This plan of treatment has become 
practically routine with the writer, a most 
gratifying lowering of the mortality and 
morbidity attending this very grave lesion 
having been the result. 

No matter what plan of treatment has 
been followed, it must be borne in mind 
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that severe blood loss has been incurred by 
the patient, and the acute anemia must be 
vigorously treated. Blood transfusion, fre- 
quent and copious, should be employed, 
together with rectal or hypodermic instilla- 
tions of fluid at proper intervals. 

Abruptio placentz is a condition happily 
not common, but of the utmost gravity, and 
its management must combine rapid diag- 
nosis and instant measures for relief. Inas- 
much as most of the blood remains within 
the uterine cavity, and the site of the bleed- 
ing is not accessible from below, it follows 
that the uterus must be emptied without any 
loss of time whatsoever. Practically only 
two methods of attack are available. If the 
cervix be dilated or dilatable, forceps ex- 
traction or version may be attempted. 
Should the cervix be not effaced or dilated, 
abdominal hysterotomy must be promptly 
performed. In any case, the mortality rate 
of both mother and child is extremely high, 
and this accident constitutes one of the very 
grave complications of pregnancy. 

The management of placenta previa be- 
fore the viability of the child is a problem 
which frequently confronts obstetricians 
and offers great difficulties at times. What 
shall be done with a woman, say six months 
pregnant, who has had one or two moderate 
hemorrhages, and who is found to be suffer- 
ing from placenta previa? If pregnancy 
be terminated, the child will surely be sacri- 
ficed, while if nothing is done the woman 
stands in peril of repeated debilitating 
hemorrhage, perhaps with a fatal outcome. 

If the placenta be centrally implanted, 
Schurmann believes termination of preg- 
nancy to be the most conservative plan of 
treatment, but a natural repugnance to sac- 
rificing a child renders its performance dis- 
tasteful. Such a patient must be under con- 
stant observation, preferably in a hospital, 
and should repeated bleedings take place, 
the pregnancy should be terminated by all 
means. If the bleeding does not become 
alarming, the gestation may be carried along 
until well into the eighth month, when elec- 
tive Cesarean section may be safely per- 
formed with a good prognosis for both 
mother and child. 
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A Vaccine for Tick Fever. 


The Military Surgeon for January, 1926, 
states that the United States Public Health 
Service, one of the duties of which is to 
investigate disease of man with the ulti- 
mate purpose of devising means for pre- 
vention and cure, has recently announced 
the results of experimentation’ which lead 
to the belief that a most unusual vaccine 
has been produced which may protect 
human beings against Rocky Mountain 
spotted fever. 

“Rocky Mountain spotted fever, some- 
times called tick fever, which occurs prin- 
cipally in certain northwestern States, has 
been the subject of investigation and experi- 
mentation for a number of years,” says 
Surgeon-General Cumming. Little was 
known of the disease before 1902. It has 
an exceedingly high fatality rate; in some 
localities about seven patients out of every 
ten die. 

It is a fatal disease when contracted in 
the laboratory. Assistant Surgeon Mc- 
Clintic, an officer of the Public Health 
Service, contracted Rocky Mountain spotted 
fever while engaged in experimental studies 
in Montana and died in line of duty, as did 
also Laboratory Assistants William E. Get- 
tinger and George Cowan, all martyrs to 
Science. 

The disease is transmitted by ticks. A 
peculiar feature of the virus which produces 
this fever, a feature discovered by Public 
Health Service investigators, is that it 
passes through development phases in the 
tick—the intermediate host—whereas it has . 
no such phase in man or animals. 

At one period in the life of the tick, the 
virus of the disease as obtained from the 
ticks will not, when inoculated, produce the 
disease in animals. This period corre- 
sponds in time with the hibernating period 
in the life of the tick, or at least to the 
period of its life in which the tick takes no 
food. At another stage of development, 
corresponding to the feeding time of the 
tick, the virus is highly infective and viru- 
lent. 

In 1923 and 1924, the investigators pre- 
pared a protective vaccine made by extract- 
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ing and attenuating the virus from macer- 
ated infected ticks during the stage at 
which the virulence of the virus was high- 
est, a period following the ingestion of ani- 
mal blood by the tick; and this vaccine was 
found to protect laboratory animals from 
the disease. During the present year these 
experiments were continued and the vac- 
cine was tested on monkeys and man. It 
was proved that it protects guinea-pigs, rab- 
bits, and monkeys, and it. is now believed 
to have modified the severity of the disease 
in the case of a man who contracted it 
after having been vaccinated. The man 
was engaged in dipping cattle in Montana, 
an occupation involving exposure to the in- 
fection. Together with several other men, 
he was inoculated late last spring, and 
some time afterwards he contracted the 
fever. This case was exceedingly mild, 
though it is usually severe and highly fatal 
in that locality. None of the other inocu- 
lated men contracted the disease. 

Should this vaccine fulfil the expecta- 
tions confidently hoped for, another advance 
will have been made along that high road 
of preventive medicine known as “immu- 
nology,” toward the goal set by Pasteur 
when he stated that it was within the power 


of man to cause all germ diseases to disap-- 


pear from the world. 





The Treatment of Burns. 


In the Atlantic Medical Journal for Jan- 
uary, 1926, the report of the committee to 
study this subject, of the Medical Society 
of the State of Pennsylvania, states that 
in the treatment different methods are to be 
employed in the various stages of the burn. 
The patient is undressed immediately, or 
not, depending on the degree of shock. 
As soon as possible all clothing should be 
removed, and an electric cabinet placed 
over the bed. The burned area is then 
covered with gauze saturated with a solu- 
tion of one-half of one-per-cent solution of 
novocaine with 10 minims of 1:1000 adren- 
alin to each fluidounce. When the patient 


has reacted from the shock, the area of a 
second-degree burn has become sufficiently 
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anesthetized to allow the removal of the 
burned skin and opening of the blebs with- 
out causing pain. If the pain is of the 
third degree, the patient is anesthetized, 
and careful débridement is done within 
twenty-four hours. 

Fluid is administered only by mouth, 
but when rapid introduction is thought 
necessary the intravenous method may be 
used. 

The novocaine packs are used for from 
forty-eight to ninety-six hours, depending 
upon the extent of the burn and the time 
at which débridement was performed. On 
their removal the area is sprayed every 
three hours with a fresh two-per-cent solu- 
tion of dichloramine-T. In less extensive 
burns, packs of normal saline solution are 
used. 





Studies of the Control of Blood-pressure 
with Hepatic Extract. - 


In the American Journal of Physiology 
for January, 1926, James, LAUGHTON and 
MACALLUM state it is evident from the re- 
sults reported in their paper that the liver 
contains some substance which has a de- 
pressor action on blood-pressure. It is 
probable that this substance is specific for 
the liver, but results reported by others 
show that there are depressor agents pres- 
ent in many animal tissues. The authors 
also observed that extracts of spleen and 
kidneys made by the same method as the 
liver extract had a very slight depressor 
action, but the depression was not so marked 
and was not so prolonged as with the liver 
extracts. 

The clinical application of liver extracts 
in cases of essential hypertension has been 
given by Macdonald. and by Major. It 
would appear from their results that the 
depressor substance obtained from the liver 
has a marked effect in lowering the hyper- 
tension, and further work which is in prog- 
ress will no doubt lead to some valuable 
findings. 

Although it is somewhat premature as 
yet to discuss the chemistry of the com- 
pound they feel sure in stating that it is not 











re 


er 


ots 
en 


he 


jer 


g- 
ble 








histamine or choline. The active material 
is obtained only from very fresh liver. hi 
the liver be not fresh before the process of 
extraction is begun, no antipressor sub- 
stance of the type described is obtainable 
by the method. Histamine or choline 
would be expected in increasing quantities 
as the tissue disintegrated. The physio- 
logical action of this substance appears to 
be much different from that'of histamine 
or choline, in several ways. Control curves 
with histamine and choline are not similar 
to the curves obtained from the liver ex- 
tracts, nor is the depression evident over 
long periods of time. While histamine is 
known to cause vasodilatation and some- 
times cause paradoxical rises or falls of the 
blood-pressure, this hepatic extract gives 
constant results in different animals in that 
there is a marked fall in blood-pressure. 
Furthermore, a superficial vasoconstriction 
is observed. No chemical evidence of the 
presence of histamine has been obtained to 
date. 

Although not able to weigh successfully 
the amount of active material present, owing 
to inactive substances which they have not 
yet eliminated, it has been fairly definitely 
shown that the extract is many times as 
potent as choline, and the effect is much 
more prolonged. 

As to the exact chemical nature of this 
compound, further work is in progress. 
For the present it may be stated that the 
extracts used in this work do not give the 
biuret reaction. 

The authors conclude as follows: 

1. Extracts of liver effectually reduce the 
hypertension induced by certain pressor sub- 
stances in rabbits. 

2. Extracts of liver reduce normal blood- 
pressure in rabbits to a low level (about 
50 mm. Hg), where it is maintained over 
long periods of time. 

3. Extracts of liver in large doses reduce 
the blood-pressure to its lowest level and 
death ensues. 

4. The active depressor substance in the 
liver extract is not histamine or choline. 
Its effects on blood-pressure differ mark- 
edly from those obtained by injection of 
those substances. ° 
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5. Chemical tests for histamine and 
choline are negative. 

6. The active depressor substance is 
ether soluble. 

%. The liver extracts do not give the 
biuret reaction. 





Application of the Forceps to the Trans- 
verse Head for Delivery of Persistent 
Occipitoposterior Cases. 


In the American Journal of Obstetrics 
and Gynecology for January, 1926, Wit- 
LIAMSON gives the principle of the pro- 
cedure which he describes in the application 
of the forceps to the head lying in a trans- 
verse position in the pelvis. In the maneu- 
ver to deliver the occipitoposterior head by 
one application of the forceps the hand is 
introduced into the vagina, the head rotated 
to the transverse position, and the posterior 
blade of the forceps introduced into the 
hollow of the sacrum. The second blade 
is inserted along the sides of the pelvis, the 
handle depressed and the blade placed on 
the side of the head beneath the symphysis. 
The important feature in the introduction of 
the blades is to depress the handles. Rota- 
tion takes place spontaneously in many 
cases and very easily in the others. It 
should always be completed before traction 
is made. Extraction is the same as in any 
other anterior head position. 





Treatment of Eclampsia. 


BERMAN in the Boston Medical and Sur- 
gical Journal of January 7, 1926, tells us 
that after considerable experimenting he 
has arrived at a routine which he trusts 
will further reduce the mortality and give 
a definite basis for careful study. He advo- 
cates absolute quiet with the minimum of 


handling and then only under gas and 


oxygen anesthesia, morphine and chloral ac- 
cording to Stroganoff, intravenous MgSOQ,, 
plenty of fluids, and the early establishment 
‘of elimination. No attempt should be 
made to hasten delivery or induce labor 
until this method has been given an ade- 
quate trial. Surely anything which prom- 
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ises to reduce the high mortality is worth 
attempting. 

1. Place patient in quiet, darkened room 
with special nurse. 

2. Plug ears with oiled cotton and cover 
eyes. 

3. On admission, morphine gr. % s. c., 
and then follow Stroganoff routine: 


1 hour after admission 30 grains chloral hy- 
drate by rectum with 100 cc. milk and saline. 

3 hours after admission morphine gr. % s. c. 
7 hours after admission 30 grains chloral hy- 
drate by rectum with 100 cc. milk and saline. 
13 hours after admission 20 grains chloral hy- 
drate by rectum with 100 cc. milk and saline. 
21 hours after admission 20 grains chloral hy- 
drate by rectum with 100 cc. milk and saline. 


4. Under gas and oxygen anesthesia make 
routine physical examination, obtain cathe- 
ter urine specimen; also perform any spe- 
cial tests—hemoglobin and red count. 

5. If in coma, turn patient on left side, 
elevate foot of bed, and swab mucus from 
pharynx as it collects. 

6. Water ad lib., if conscious; also any 
cathartic if desired. 

%. Never examine or disturb patient un- 
less she is given gas and oxygen anesthesia. 
It is best to disturb as little as possible. 

8. Intravenous MgSO, (20 cc. 10-per- 
cent solution) following each convulsion. 
During the convulsion it is desirable to ad- 
minister oxygen. ° 

9. If several hours after a convulsion 
patient becomes restless, administer 10-20 
cc. of the MgSO, solution. 

10. If comatose and not taking fluids by 
mouth, give one liter of 5 per cent glucose 
intravenously every six hours. 

11. Watch bladder carefully—do not let 
it become distended. 

12. Deliver patient only when os is fully 
dilated. 

13. No venesection unless ordered by 
visiting obstetrician. 

14. Keep careful bedside notes, watching 
especially the effect of MgSQ,. 

15. It is preferable to wait until the 
convulsions have ceased before induction 
of labor is undertaken—unless there is no 
response to treatment. 

16. After delivery watch patient care- 
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fully for shock, and be prepared to trans- 
fuse if necessary. 

It is advisable to follow the above routine 
when inducing labor in preéclamptics. 





Emetine in the Treatment of Amebic 
Hepatic Disease. 


In the Lancet of January 9, 1926, Man- 
soN-BauR and Morris say that the purport 
of their paper is not to be taken as discoun- 
tenancing the value of emetine in the treat- 
ment of liver abscess, but rather as empha- 
sizing that it is only to be used as an adju- 
vant to such a well-established surgical 
measure as aspiration. ‘The rapid effect of 
emetine in acute amebic hepatitis is probably 
to be ascribed to the action of emetine upon 
the amebz themselves, and the fact that 
none of these organisms was found in the 
liver pus after evacuation in the two cases 
reported may be also attributed to emetine, 
but there are no grounds for believing that, 
under ordinary circumstances, the adminis- 
tration of this drug in any way hastens or 
affects the absorption of pus which has al- 
ready been formed within the liver. 





Action of Acriflavine, Gentian Violet 
and Mercurochrome in Experi- 
mental Bacterial Infections. 


In the Journal of Pharmacology and Ex- 
perimental Therapeutics for January, 1926, 
WALKER and SWEENEY report that the 
results of their carefully controlled experi- 
ments substantiate to a certain extent the 
clinical claims that acriflavine, gentian 
violet and mercurochrome have a therapeu- 
tic action in bacterial infections. This con- 
firmation is, however, subject to several 
important limitations. 

The therapeutic action is not equal for 


+ the several substances against all types of 


bacterial infections. In other words, each 
substance is more or less specific in its 
chemotherapeutic action. Gentian violet 
is effective only in staphylococcic infections. 
Mercurochrome, taking into consideration 
its action subcutaneously, is more effective 
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in streptococcic than staphylococcic infec- 
tions. Acriflavine is more effective in 
staphylococcic than streptococcic infections 
when brought into direct contact with the 
bacteria, but is wholly ineffective against 
both types of infection when distributed by 
the circulating blood to the bacteria. All 
three substances, even when brought into 
immediate contact with the invading bac- 
teria, fail completely to influence the fatal 
course of infections with the Gram-negative 
Friedlander bacillus. Whether or not they 
would prove equally ineffective against in- 
fections with other Gram-negative bacteria 
remains to be proved by experiment. 

The therapeutic action of these chemicals 
is, in general terms, greatly reduced, if not 
wholly destroyed, when they are not brought 
into immediate contact with the infecting 
bacteria. The notable exception is mer- 
curochrome in streptococcic infections, 
which, inferior to acriflavine by intraperi- 
toneal injection, is. equally though feebly 
effective by either intraperitoneal or subcu- 
taneous routes. 





Treatment of Pertussis by Intramuscular 
Injections of Ether and Chloretone. 


PoLtock in the New Orleans Medical 
and Surgical Journal for January, 1926, 
states that fifty per cent of the cases of his 
series showed marked improvement after 
the second injection, or within seventy-two 
hours ; twenty per cent after the third injec- 
tion, or in four or five days; twenty per 
cent required four injections to control the 
paroxysms, and ten per cent required from 
five to seven injections, the largest number 
of injections made, and a space of twelve 
days entirely to relieve the condition. 
Those cases requiring the larger number of 
injections gave evidence of being mixed 
infections, probably with the influenza ba- 
cillus. Taking the series as a whole, they 
all improved before the sixth day of treat- 
ment. 

The younger the patient, and the earlier 
the treatment is started, the better the re- 
sults. In fact, in some of those who were 
treated at the beginning the parents doubted 
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that the child had a true case of whooping- 
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cough. 

Only one case developed pneumonia 
after the treatment was started. This was 
a very weak infant, very much under 
weight, and had four hernias in the left 
lower quadrant of the abdominal wall. 
This patient is one of the two who died 
with the pneumonia. No form of treat- 
ment was of any value in this case. 

Pollock used the buttocks as the site of 
injection, being always careful to place it 
deep into the muscle. If the injection hap- 
pens to be made subcutaneously it is fol- 
lowed by a slough that is very painful and 
annoying to the patient, and usually brings 
about objections from the parents to any 
further -injections. With reasonable care 
this is easily avoided, this treatment not 
being much more painful than the vaccine 
treatment. 

The injections were given every forty- 
eight hours as suggested by Genoese. The 
amount injected was varied with the age, 
weight, severity, and the results obtained by 
the first injection; the dose being increased 
if the first showed no results. The amount 
given at one injection varied from 0.5 cc. 
to 2 cc. The largest doses did not cause 
any untoward effects that could be noted. 
Within about a half-hour after the injection 
the odor of ether could be noticed on the 
breath. A check was kept on the urine and 
blood to see if there was any pathology that 
could be attributed to the ether; the find- 
ings proved entirely negative ; in fact during 
the whole series there was nothing found 
that could be called a contraindication to 
the use of the drug. 

During the latter part of the series, in 
those cases which showed a bronchial cough 
after the whoop had been controlled, or 
were inclined to whoop with any effort to 
cough, he made use of chloretone. It is 
an antispasmodic with a low toxicity. It 
was given in a mixture of glycerin and 
simple syrup, the glycerin being used as a 
solvent for the chloretone. It was used in 
nine cases with very good results. It was 
given in doses of % gr. to 2 or 3 grs. de- 
pending on the age and weight of the child, 
sufficiently large doses being used to control 
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the cough without causing drowsiness. 
The children took it readily, the taste not 
being unpleasant or nauseating. 

He concludes that ether is an effective 
treatment for whooping-cough; the results 
being better than those obtained by any 
other form of treatment in his experience. 
The dose should be varied with the age and 
weight of the patient, and the severity of 
the case. 

Absence of risk or danger in using this 
treatment further recommends it. Care, 
however, should be taken to make the injec- 
tion intramuscularly and not subcutane- 
ously. 


\ 





The Use of Fluids in.the Treatment of 
Hyperemesis Gravidarum. 


In the American Journal of Obstetrics 
and Gynecology for January, 1926, Harp- 
ING and VAN WYCcx insist that the vomiting 
of pregnancy is usually not characterized 
by acidosis, although there is always a 
ketonuria arising, undoubtedly in part, from 
the starvation accompanying the condi- 
tion. Without considering whether an 
uncompensated acidosis per se can produce 
the symptom of vomiting, there is no doubt 
that a simple ketonuria does not give rise to 
this effect. In a recent publication Harding, 
Allin, Eagles and Van Wyck described the 
action of high fat ketonuria-producing diets 
in pregnancy. These diets produced no 
symptoms of nausea or vomiting, although 
in some cases the ketonuria was marked. 
Moreover, they have given these same high 
fat diets to one or two patients who had 
just recovered from pernicious vomiting 
without reproducing the symptoms. 

The use of insulin in order to abolish 
ketonuria is. thus clearly unnecessary. Its 
use in skilful hands may be harmless, but 
they do not believe it to be a valuable 
adjuvant to treatment. While this is true, 
they would not like to deny that there may 
be an occasional case of vomiting of preg- 
nancy in which the production of acetone 
bodies becomes so great, or their elimination 
becomes so impaired, that a condition of 
true uncompensated acidosis may occur and 





the patient pass into coma. Here the use 
of insulin would be clinically justified. We 
should clearly recognize, however, that the 
insulin is used to combat the coma or im- 
pending coma, and not pernicious vomiting 
of pregnancy per se. The level of CO, 
combining power is, however, no index of 
the severity of the clinical condition. Thus, 
their most ‘serious cases were undoubtedly 
D-l-r and P-l-k where the values were 48.4 
and 63.1. It would be justified also if one 
was able to prove in this class of patient 
an inability to utilize corbohydrate based 
upon a lack of insulin. Such an inability is 
very improbable. It is possible, of course, 
to utilize the glucose tolerance test in this 
connection, but they themselves, and Titus 
and Givens, have determined blood sugars, 
only to find normal figures. The utilization 
of glucose given intravenously is normal. 
Such an injection should, of course, be given 
slowly. Most: physicians are afraid to give 
daily intravenous glucose solutions, yet their 
use is attended with no untoward results, 
provided proper care is taken in the steriliza- 
tion of the solutions, and the temperature 
and rate of administration are carefully 
controlled. Although they have thus stated 
their belief that glucose is utilized by this 
class of patient, they do, however, think the 
effect of continued dehydration upon glu- 
cose tolerance worthy of further investiga- 
tion. 

One of the claims of Thalhimer for the 
use of insulin would appear to rest on a 
comparison of his own results with those 
given by Harding and Potter. The cases 
cited by Harding and Potter were those 
investigated early in the history of this 
work, and where an intravenous or an intes- 
tinal glucose solution was only given oc- 
casionally. Even so, a study of the pro- 
tocols reveals that the majority of cases 
were able to tolerate light carbohydrate 
meals on the third or fourth day. As stated 
in the forepart of their paper, they then be- 
came impressed with the importance of 
dehydration, even when, from a clinical 
view-point, it did not appear to be very 
great. They have examined their more 
recent records and find that in uncompli- 

















cated cases the patients are able to take 
small meals in from three to'six days. The 
average for fourteen cases. is 4.1 days from 
admittance to cessation of vomiting and the 
taking of food. 

A study of the cases cited by Thalhimer 
shows that he has carried out a very similar 
form of treatment, plus the use of insulin. 
By use of intravenously given fluids Thal- 
himer has overcome the dehydration of his 
patients and brought about the improve- 
ment in their condition. 

The authors believe that the successful 
treatment of hyperemesis gravidarum de- 
pends upon the use of fluids. 





Bronchial Gland Tuberculosis. 


In the Archives of Physical Therapy, 
X-Ray, Radium for January, 1926, Hawes 
and FRIEDMAN remind us that there is at 
the present time an amazing difference of 
opinion among «-ray men and _ between 
roentgenologists and clinicians as to the 
interpretation of «-ray shadows of the hilus 
region in children. There is no apparent 
unanimity of opinion as to what constitutes 
normal or abnormal, tuberculous or non- 
tuberculous, active or inactive, old or recent 
lesions. This is a most unsatisfactory state 
of affairs and one that should not be allowed 
to continue. They would call this situation 
to the serious consideration of the roent- 
genologists of this country. 

They believe that there is urgent need of 
further study as to the effect of acute non- 
tuberculous respiratory tract infections upon 
the hilus glands and tissues from both the 
clinical and roentgenological aspects. 

They are of the opinion that both the 
d’Espine’s sign and the Eustace-Smith sign 
are of comparatively little value; further, 
they believe that so-called parasternal dul- 
ness is a point of no value and that para- 
vertebral or interscapular dulness is of value 
chiefly in the hands of those very few 
whose skill in percussion is highly developed. 
They agree that in the case of children who 
are actually sick with tuberculosis and are 
not merely infected contact cases, para- 
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vertebral dulness may be of real value in 
diagnosis. 

The whole subject of the diagnosis of 
bronchial gland or hilus tuberculosis is still 
in a stage of doubt and uncertainty. “Signs” 
at the best are unreliable and x-ray evi- 
dence at present of little value. Diagnosis 
should be based on history, exposure, posi- 
tive Von Pirquet and constitutional signs 
and symptoms. 





The Bismuth Treatment of Syphilis. 


In an editorial on this subject, the British 
Medical Journal of January 30, 1926, states 
that the great progress that has been accom- 
plished step by step was set out clearly by 
Levaditi in an address, entitled “New Dis- 
coveries in the Chemotherapy of Syphilis,” 
which he delivered to the Dermatological 
Section of the Royal Society of Medicine 
on January 21. Commenting on some of 
the earlier reports of this research on March 
18, 1922, the Journal called attention to the 
welcome degree of restraint which character- 
ized them; it is therefore possible to accept 
the present description of the success that 
has been achieved with the greater confi- 
dence. 

As the outcome of very extensive experi- 
mental work at the Pasteur Institute, Leva- 
diti has formed the conclusion that bismuth 
possesses the specific power of accelerating 
and intensifying the production in the living 
organism of spirochetal antibodies. In- 
soluble preparations of bismuth were found 
to form protein compounds, which remain 
in the tissues and kidneys for a very long 
period—a point he illustrated by numerous 
photomicrographs — and so was explained 
the prolonged and complete change in the 
Wassermann reaction which is obtainable 
by bismuth treatment, as contrasted with the 
transient effect following the use of arsenic, 
which is eliminated much more rapidly. 

Such antispirochetal action appears to be 
correlated with the metailic atomic weights, 
and it has been shown that vanadium, 
mercury, gold, and platinum have this power 
similarly, though with an increased toxicity.’ 
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The well-known value of arsenic in the 
treatment of syphilis suggested that some 
combination of the two elements would be 
attended by enhanced efficiency, and the 
potency of stovarsol (acetyl-amino-hydroxy- 
phenyl-arsenic acid) as a prophylactic and 
curative agent was vividly illustrated by the 
lecturer, who then explained how, by com- 
bining this substance with a sodium-potas- 
sium-bismuth tartrate, a stable preparation 
had been obtained which was very suitable 
for therapeutic use. The new compound is 
a yellowish-white powder insoluble in water 
but soluble in alkalies; it‘may be used as a 
suspension in saline solution or oil for intra- 
muscular injections. It has been employed 
with success in spirochetal infections of man 
and the rabbit, and appears to be better 
tolerated than simpler forms of bismuth; 
it has proved very effective’in changing a 
positive Wassermann reaction to a negative. 





The Radiograph as an Adjunct to Arti- 
ficial Pneumothorax. 


In the Archives of Physical Therapy, 
X-Ray, Radium for January, 1926, BreveR 
states that it is good practice to employ the 
greatest discretion in selecting cases suitable 
for pneumothorax procedure. Only those 
are considered which have one lung in such 
a condition as to warrant belief that it will 
stand the strain of carrying on respiration 
adequately after the collapse of the other. 
This criterion holds in all cases, even in 
serious hemorrhage, for it would be of no 
use to collapse one lung were the other not 
able to “carry on.” Exclusive of the abscess 
or hemorrhage cases, the selected patients 
are placed upon routine treatment for a 
period of from two to twelve months’ time, 
and the usual factors of rest, diet, fresh air 
and removal of excess load are allowed their 
chance. It is only after these means fail 
or repeated hemorrhages take place that 
pneumothorax treatment is resorted to. 

The patient is kept under continuous 
supervision during the entire process of 
collapse. The first few weeks are spent in 
bed. The first twenty-four hours after each 
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instillation the patient is not allowed to 
leave the bed for any reason whatsoever. 
All activities are rigidly supervised and 
others are gradually added as the additional 
toxemia fiom the collapse is eliminated and 
the physical condition improves. As far 
as practicable and consistent with the 
patient’s physical condition and safety, a 
radiograph of the lungs is taken after each 
instillation of air. 

The end results of pneumothorax admin- 
istration are varied and sometimes surpris- 
ing. What is desired, of course, is the col- 
lapse of the lung, evacuation and collapse of 
the cavities, and healing of these cavities 
with a firm tenacious scar, which will not 
give way when the lung is allowed to re- 
expand and again take on the function of 
respiration. In a favorable pneumothorax 
case the functioning lung as well as the col- 
lapsed lung should improve rapidly under 
the usual routine of rest, etc., and the heal- 
ing fibrosis should progress more rapidly. 
Often an arrestment takes place which is 
complete, as far as symptoms and appear- 
ance indicate. Often the sputum, which at 
the inception of treatment contained many 
tubercle bacilli, becomes free from them on 
repeated examination. 

A much dreaded sequel—hydrothorax— 
sometimes. occurs after a few instillations. 
The patient suddenly develops a high tem- 
perature of the septic type, a fast pulse, 
cyanosis, and air hunger. The temperature 
is due to the sudden overload of toxins re- 
sulting from the rapid compression of the 
lung, while the cyanosis and air hunger 
result from the marked diminution of the 
breathing space by the sudden shifting of 
the mediastinum-toward the unaffected side. 
The air hunger is acute, and the dyspnea 
under which the patient labors is terrible 
to behold—each gasp is apparently the last. 
As the intrathoracic pressure is reéstab- 
lished these symptoms gradually subside; 
and if the fluid does not become infected 
(an infrequent occurrence), an astoundingly 
rapid development in the patient’s condition 
takes place, which may last for months or 
years, with a gradual absorption of the fluid. 
Or a sudden fatal termination may result. 














As has been mentioned before, the cri- 
terion for the suitability of a case for 
pneumothorax treatment is the assurance 
that the functioning lung will ‘stand up 
under the added burden of double function. 
One never knows absolutely whether it will 
or not. Despite the best of care in the 
selection and management of a case, occa- 
sionally the functioning lung will break down 
while its mate is collapsed. This condition, 
if realized in time, may be mitigated by al- 
lowing the collapsed lung to reéxpand, and 
the ultimate end be postponed. 

When adhesions between the parietal and 
visceral layers of the pleura have become 
heavy and dense, they may prevent collapse 
of the lung by anchoring the visceral layer 
to the thoracic wall. If these adhesions are 
not too firm, they may sometimes be broken 
by maintaining only sufficient pressure in the 
pleural cavity to keep them stretched, over 
a long period of time. At times, however, 
pneumothorax procedure must be abandoned 
because of adhesions. Occasionally the 
fibrous wall about a cavity is so dense that it 
cannot be collapsed. 

In the case of lung abscess, the abscess 
cavity may burrow peripherally and break 
into the pleural cavity instead of evacuating 
into a bronchus, even when only gentle 
pressure is used or even none at all. Empy- 
ema follows. More rarely still, when the 
abscess burrows into the pleural cavity, a 
tag of tissue forms a valve over the abscess 
opening. During inspiration, as the nega- 
tive pressure in the pleural cavity increases, 
air is sucked into it. On expiration, as the 
negative pressure decreases, the tag of tis- 
sue closes the dpening preventing the egres- 
sion of this extra air. As respiration goes 
on the pleural cavity is slowly “pumped up” 
to a terrific positive pressure, causing not 
only a pneumothorax on one side, but also 
causing a compression of the functioning 
other lung. In one case the positive pressure 
measured plus 15 cm. of water. The patient 
suffered so acutely from air hunger that it 
was necessary to insert a needle into the 
pleural cavity and leave it in place in order 
to keep the pressure equalized. 
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Post-encephalitic Parkinsonism: With 
Some Remarks on the Results of 
Treatment by Belladonna. 


In the British Medical Journal of January 
23, 1926, Hatt claims that of all the later 
manifestations of epidemic encephalitis that 
which is known as Parkinsonism, to dis- 
tinguish it from Parkinson’s disease (paraly- 
sis agitans), is not only the most common 
but the most serious. It has been estimated 
to occur in about 25 per cent of all cases of 
epidemic encephalitis. Probably this is too 
high, and as a matter of fact there are many 
difficulties in making an estimate at all. 
Thus, the figure will vary with the time 
after the epidemic at which the estimate is 
made. It is by no means uncommon for 
the condition not to show itself for six, 
twelve, or eighteen months after the acute 
attack, or even, in rarer cases, not for years. 

In the second place, the original number 
of cases of encephalitis in any single epi- 
demic can only be estimated by the number 
of cases which are notified as such. As time 
goes on, however, it is found that a large 
number of Parkinsonian cases appear among 
patients who were not included in the 
original list of notified persons, the acute 
attack having been so slight as not to call for 
medical ‘attention. If these are added to 
the list it is obvious that the proportion of 
Parkinsonian cases must become improperly 
raised, because it is likely that quite as many 
other inhabitants also had mild attacks 
without developing sequele. If, on the 
other hand, one takes the figures of notified 
cases only, there is the fallacy that probably 
the mildest cases are omitted from the list. 
Out of 300 cases of encephalitis notified in 
the city of Sheffield during 1924, about 20 
per cent were definitely Parkinsonian at the 
end of 1925, so that the rough estimate given 
above is not very far out for notified cases ; 
but there are almost as many Parkinsonian 
cases in the district traceable to the same 
year’s outbreak who were not among the 

notified. 

The general features of the disease are so 
similar that it is not necessary to devote 
much time to their description. One of 
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them is an increase of muscular tone. This 
leads to the postural changes which make 
the condition so easily recognizable at first 
sight. Whatever part is affected the result- 
ant posture assumed when at rest is, with 
certain exceptions, the same in all cases. 
These postures are not the natural postures 
- of rest, nor are they postures habitually 
assumed by the neuromuscular system in 
ordinary life. Indeed, they cannot be said 
to be restful postures, using that term in 
the ordinary sense. To a normal person 
they are distinctly irksome and tiring, yet 
in the Parkinsonian condition their continu- 
ance appears to cause no undue fatigue. 
They are most noticeable in the head, upper 
trunk, and arms. The bowed head, which 
at first sight- suggests muscular weakness, 
allowing it to fall forward, is in reality an 
active pull. It may continue just the same 
against gravity when the patient is laid on 
his back and the supporting pillows re- 
moved., It is sometimes more marked on 
one side than the other, so that the pull 
forward is oblique. In one of his cases it 
was so marked as to cause caries of the 
cervical spine to be suspected. 

In 1901 Erb first pointed out that hyo- 
scine hydrobromide (scopolamine) has a 
definite effect in relieving the rigidity in 
paralysis agitans, and since then it has been 
frequently used for that purpose. More 
recently various observers have recorded its 
value in cases of post-encephalitic Parkin- 
sonism. In a certain number of cases it 
produces quite definite and even marked 
improvement. 

Hohman has reported its effects in eight- 
een cases under his care; he made three 
groups, according to whether the improve- 
ment was slight, definite, or marked. Of 
the eighteen cases, in six the results were 
slight, in five definite, and in seven marked. 
As indicative of “marked improvement” he 
mentions “return to work after months of 
invalidism, and ability to attend to personal 
wants after being bedridden and helpless.” 
Unfortunately there is no statement in his 
paper of the length of time over which these 
observations continued. 


Personally Hall has tried it in a few ‘cases, 
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and in one or two the improvement has been 
quite definite. Probably his lack of success 
in other cases has been due to giving insuf- 
ficient doses, for he has felt somewhat 
reluctant to prescribe considerable quantities 
of this powerful drug to out-patients seen 
only once a week, or perhaps even less 
often. He believes that if he had seen 
Hohman’s encouraging paper earlier he 
might have been bolder, and more success- 
ful. 

That it is possible to obtain results from 
the administration of belladonna, in cases of 
Parkinsonism, has been known for some 
time, but perhaps insufficiently emphasized. 
He began to give it at first in order to 
check troublesome sialorrhea, and for some 
time found it rather disappointing in this 
respect. 

About six months ago it occurred to him 
that the doses were too small: 10, 20, or 
even 30 minims of the tincture were there- 
fore given thrice daily. With these doses 
the sialorrhea in some of the cases was 
considerably relieved, but much more strik- 
ing than this was the improvement in the 
patients’ general condition. They were ob- 
viously much more alert. 

It was then tried systematically on. a 
number of Parkinsonian patients, quite 
irrespective of whether they had sialorrhea 
or not. 





Salt Glow, Massage, and Spray. 


In Physical Therapeutics for January, 
1926, KINNEY states that the procedure 
which he has used is as follows: The 
patient, nude and in a warm room, is first 
given a preliminary spraying of warm water 
to wash away the products of skin elimina- 
tion and to make the skin more responsive 
to further treatment. After this spraying — 
the patient may be placed in one of several 
positions, either lying on a massage table, 
sitting on a stool or chair, or in a standing 
position. About two pounds of coarse salt 
is moistened with hot water to a consistency 
of thick soup. The operator takes a handful 
of this and, with a deep petrissage move- 
ment, rubs it vigorously over various parts 

















of the body. He generally begins with the 
right arm, then left arm, chest, abdomen, 
back, hips, right leg and foot, and finish 
with the left leg and foot. If a particular 
area, as lower back or one leg, is affected, 
then of course more time is spent on that 
part. The whole rubbing takes from eight to 
twenty minutes and, if done thoroughly, the 
patient’s skin is reddened, the circulation is 
increased, and the whole body has a sensa- 
tion of warmth. 

Immediately following the application of 
the moistened salt, a spray or douche is 
given. This is given warm at first, but 
ever increasing until it becomes as warm as 
the patient can conveniently stand, after 
which the temperature is gradually reduced 
according to the requirements as evidenced 
by the patient’s disease—e.g., in nephritis 
and certain types of arthritis and neuritis, 
it must never be cooled to any'great extent. 
Certain neurasthenics, however, will often 
stand the water as cold as it comes from the 
city mains. When there are areas of ten- 
derness, before the cooling of the water 
takes place, it is directed over these painful 
areas warm and gradually increased to as 
high a temperature as the patient can stand. 
This spraying or douching usually requires 
from three to eight minutes. The third 
part of this treatment consists in a thorough 
rubbing and drying with a Turkish towel, 
followed by a variable period of rest. 

The results following this treatment are 
very satisfactory indeed. The skin over the 
whole body is reddened in consequence of 
its increased blood supply. After a few 
such treatments the skin feels soft and 
smooth. The sweat glands begin to prop- 
erly function, while in many cases the sal- 
low color gives way to a whiter skin. The 
patient’s muscles feel more pliable, the 
painful areas are less painful, and a sense 
of well-being is evident. If this treatment 
is carried out through the weeks, it is sur- 
prising to see what muscular and circulatory 
activity is aroused throughout the body and 
how a weak, soft muscled patient is replaced 
by a strong, active, self-reliant and happy 
individual. 

If he were allowed the use of only 
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one physiotherapeutic treatment, he would 
choose the salt glow, massage, and spray. 
Is the salt used for its stimulating effects? 
is a question often asked. Not at all! Ex- 
cept that the skin has the property of split- 
ting up the salt into its sodium and chlorine 
elements and the chlorine radical is ab- 
sorbed. 

He has had moistened salt applied to his 
own body thoroughly and then has been 
wrapped in a wet blanket and allowed to 
remain in this salt and water for more than 
an hour, and has not experienced the slight- 
est thirst, yet one-half teaspoonful of salt 
taken by mouth would in a short time pro- 
duce violent thirst. 

As a routine treatment in toxic cases in 
which he desires to eliminate as quickly 
as possible, he first produces a thorough 
sweating in a. single-walled incandescent 
light cabinet, following this with a warm 
spray to wash away the perspiration and 
toxic products, and then follows this by 
the salt glow, massage, and spray. This 
combination makes an ideal treatment, but 
if a patient’s heart or circulation will not 
stand the sweating, then he gets excellent 
results from the salt glow, massage and 
spray alone, for it is not so much the visible 
perspiration which we note at the time as 
the invisible elimination of one quart daily 
which only a healthy skin will carry out. 





The Treatment of Salpingitis. 


In the Lancet of January 30, 1926, 
STEVENS writes that many cases settle down 
and cease to cause important symptoms 
under palliative treatment. This is certain, 
for it is not uncommon, when operating for 
other diseases in women past middle age, 
to find tubes and ovaries fixed by adhesions, 
the former even containing pus, the result 
of a long obsolete salpingo-odphoritis. The 
presence of pus in the tubes can rarely be 
diagnosed with certainty in essentially 
chronic cases, but where acute exacerbations 
occur—associated with fever, abdominal 
rigidity, and leucocytosis — pyosalpinx is 
probable. Even then the pus is invariably 
sterile, the acute exacerbations being due to 
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secondary peritoneal infection via the intes- 
tine. Thus it happens that palliative treat- 
ment is often quite properly applied in cases 
where the tubes may contain pus. Inci- 
dentally it may be remembered that intra- 
peritoneal rupture of a chronic pyosalpinx is 
an exceedingly rare accident, and its possi- 
bility may properly‘ be disregarded. The 
reason for this is that a chronic pyosalpinx 
usually has very thick walls and is encap- 
sulated by adhesions. 

Where a tuberculous origin is suspected— 
for example, in single women, in whom 
gonorrhea can be excluded and pregnancy 
has never occurred — palliative treatment 
should not be adopted. The sooner a tuber- 
culous tube is removed the better for the 
patient. The tuberculous inflammatory 
process has a great tendency to spread 
through the wall of the tube and to invade 
any adherent structure such as the small 
intestine or pelvic colon. If bowel is in- 
volved in the tuberculous process, removal 
of the tube always means damage to the 
bowel and subsequent rupture causing a 
fecal fistula. Fecal fistula follows removal 
of a long-standing tuberculous tube more 
often than any other operation, except that 
for a gangrenous appendix. 

The palliative treatment of salpingo- 
odphoritis in general usually demands 
counter-irritation, and means directed to- 
ward the absorption of inflammatory pro- 
ducts. Counter-irritation is best applied by 
vaginal application of substances which have 
an affinity for water and set up a discharge 
from the cervix. In practice glycerin and 
ichthyol are the only substances of value. 
Glycerin may be applied to the vaginal roof 
on tampons of absorbent wool at night, 
whilst ichthyol is best used in the form of 
vaginal suppositories. Ichthyol, gr. xij, in 
cacao butter, gr. cxx, forms a convenient 
suppository. A hot plain water douche at 
112° to 115° F. should first be given slowly 
so as to induce hyperemia, and then the sup- 
pository passed up to the vaginal roof and 
left in all night. In the morning discharge 
and débris should be washed away with 
another plain water douche. Alternate nights 
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for a fortnight is sufficient for this treat- 
ment, a week being allowed to elapse before 
repeating the course. If two courses of a 
fortnight do not produce decided relief from 
pain, it is generally useless to persist any 
further with palliative treatment. 

In combination with ichthyol treatment, 
radiant heat to the abdomen is often of 
great value. A home-made apparatus for 
this is easily contrived by making a cradle 
to cover the abdomen with two carbon fila- 
ment electric lamps suspended in it. The 
amount of heat applied in this way can only 
be determined by experiment for each indi- 
vidual patient, since tolerance varies. The 
value of ultra-violet rays in these cases has 
yet to be determined, but it might be ex- 
pected that benefit would ensue. X-rays 
have been used and good results have been 
recorded. Given sufficient dosage to pro- 
duce an effect, any benefit resulting is prob- 
ably due to abolition of the ovarian func- 
tions and the sterilization of the patient. 
Since most of these patients are already 
incurably sterile from closure of the’ tubes 
and disorganized ovaries, this is not a 
calamity. The abolition of menstruation 
might even be of advantage in that in most 
cases severe premenstrual pain occurs. On 
general grounds it is advisable that +-rays 
should not be used in cases believed to be 
suffering from pyosalpinx, but should be 
reserved for non-suppurative lesions. 

Drugs given internally have very little 
effect apart from the temporary relief of 
pain. Morphine, heroin, omnopon, nepen- 
the, in fact any drugs containing opium de- 
rivatives, should be avoided owing to the 
danger of contracting a habit of taking 
them. Bromides are always valuable, whilst 
antispasmodic drugs like antipyrin, espe- 
cially combined with sal volatile, will often 
relieve pain. For menorrhagia it is best to 
rely on calcium lactate by the mouth, given 
in the form of a freshly prepared nascent 
solution. A mixture of pure lactic acid, gr. 
200 by weight, with 75 gr. of precipitated 
chalk in eight ounces of chloroform water, 
gives a solution which contains 30 gr. to 
the ounce of calcium lactate; one ounce to 














be given every other night for a fortnight 
at a time. 

Although some of these cases will be per- 
manently relieved by this treatment, the 
majority will prove intractable and opera- 
tive treatment will have to be adopted sooner 
or later. This will always mean an abdom- 
inal section and removal of the affected or- 
gans. Conservative surgery must be adopted 
as far as possible to produce a symptomatic 
cure. In young women, where premen- 
strual pain is not complained of, a tube, 
ovary, or parts of them should be saved, if 
not too much damaged, in order that men- 
struation may be retained and the possibility 
of a future pregnancy not abolished. These 
operations are often very difficult and trying 
to the surgeon, but are rarely of great dan- 
ger to the patient. As they are performed 
when active infection has disappeared, there 
is very little risk of general peritoneal infec- 
tion even if a pyosalpinx is ruptured during 
removal, which, it must be admitted, is of a 
common occurrence. 





Results Obtained by the Intensive Use 
of ‘Bromides in Functional 
Psychoses. 


In the American Journal of Psychiatry 
for January, 1926, WriGcuHT reports that the 
results obtained in the treatment of func- 
tional psychoses by the use of sodium 
bromide may be summarized as follows: 

Patients showing marked habit deteriora- 
tion such as soiling, wetting, and destruc- 
tiveness, become more cleanly, less destruc- 
tive, and better able to care for themselves ; 
and patients given to outbreaks of violence, 
with a tendency to assault, become much 
bettet adjusted to their environment, and 
their activities are more easily directed into 
useful channels, following treatment. 

Agitated, depressed states show much 
less agitation and take food more willingly ; 
some gain in weight providing that a toxic 
state can be avoided’; some recover. There 
have been no suicidal attempts by patients 
receiving treatment. 

Patients requiring tube feeding will, as a 
tule, take food voluntarily after bromide 


PROGRESS IN THERAPEUTICS 








429 


has been given in the feedings for two or 
three days. 

“Some patients showing marked regres- 
sion have their attacks terminated by the 
treatment. 

Patients showing manic phases in which 
destructiveness and untidiness, such as 
wetting and soiling, are prominent features, 
are improved in habits, but without other- 
wise influencing the manic picture to any 
great extent. 

Autoeroticism usually resists rather 
stubbornly for a time, but finally responds 
to treatment. 

The conditions which respond best to 
treatment are usually those in which some 
degree of tension is shown, indicating that 
the fight has not yet been entirely given up. 

The more lasting improvements are 
found, naturally, in those cases previously 
regarded as having a favorable prognosis. 
Most of the failures have occurred in states 
of apathy. 

Thus far only the benefits to the patients 
treated have been discussed, but when one 
considers the changes in the environment of 
the patients not treated, shown by lessened 
disorder, confusion, and untidiness, together 
with the conservation of energy of the 
nurses and other employees, which can 
consequently be directed into productive 
fields of activity, the results are of still 
greater value. 

To state the problem from the standpoint 
of economy, the cost of the care of the 
patients is lessened. There is a marked 
reduction in waste of clothing and bedding 
from soiling and tearing, and fewer articles 
have to be repaired and laundered. Besides, 
fewer nurses are required to care for dis- 
turbed patients. In this connection the 
statements of the nurse in charge of the 
disturbed ward and of her assistant are 
significant. 

One said: “Before these patients were 
treated we had to struggle with them every 
morning to get them bathed and dressed. 
Then when one was dressed and put in the 
day room, her anger having been aroused 
because of the attention necessarily given 
her, a fight with another patient usually 
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resulted and the combatants had to be 
separated before further. work could be 
done. This was a frequent occurrence every 
morning. By the time the patients were 
finally bathed and dressed we were all tired 
out from struggling with them before the 
real day’s work had begun.” 

Another stated: “Before the treatment 
was begun it took four or five of us to bathe 
and dress these patients. Yesterday morn- 
ing (4.e., some months after treatment was 
instituted) I supervised the bathing and 
dressing of these patients alone.” 

Further it should be said that many of the 
patients treated become quite good workers, 
while the more deteriorated and negativistic 
ones are made more codperative, hence are 
more easily trained at the occupational 
therapy and the industrial centers. Again 
the standard of housekeeping on the dis- 
turbed wards is materially raised. It is 
possible to keep the wards cleaner and the 
patients better clothed as a result of treat- 
ment. The effects on their companions of 
the activities of one or two disturbed 
patients on a ward are too well known to 
need further elaboration. 

In the administration of this drug in 
large doses, constant careful observation on 
the part of both nurses and physicians of 
each symptom produced by the drug is very 
necessary in order to prevent the develop- 
ment of distressing symptoms. Not infre- 
quently patients quickly develop stuporous 
states or other evidences of a toxic condition 
which require prompt and energetic treat- 
ment. For this reason it is necessary to 
determine as accurately as possible the 
tolerance to the drug of each case treated. 
Unless this is done the administration of 
the drug is not without danger. It is also 
a dangerous procedure to administer 
bromide in large doses to a patient who is 
kept in bed during the treatment. He may 
develop a stupor which may result in a 
fatality if the condition is not promptly 
diagnosed and treated. 

It is much better to keep the patient up 
and dressed and walking about. Then, when 
the ataxic gait appears one is informed that 
it is time to discontinue the drug, tempo- 
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rarily at least. If the ataxia becomes too 
marked so that the patient is in danger of 
being injured by ,a fall, he can be put to 
bed. 

Briefly to illustrate the difficulties one 
may encounter, the following example will 
be cited: A case of recurrent, agitated de- 
pression was given 120 grains for three 
days ; then she became quiet. The drug was 
discontinued. Later some agitation became 
manifest. The patient was then transferred 
to the ward for depressives, and 60 grains of 
sodium bromide were given daily for four 
days. At the end of the fourth day the 
patient suddenly became so stuporous that 
she could not be aroused by any form of 
stimulus and so remained for four days. 
Had larger doses been given a fatality might 
have resulted. Fifteen grains daily for two 
or three days are sufficient to produce 
marked drowsiness. 

For the relief of toxic symptoms, saline 
solution by mouth should be freely given to 
cause prompt elimination of the bromide. 
Besides, if possible, keep the patient walk- 
ing. Render support when necessary. The 
marked constipation which also often re- 
sults can be relieved by administering saline 
cathartics or mineral oil. 

Feeble or decrepit patients or patients 
suffering from organic, lung or kidney dis- 
ease, or heart disease with low blood- 
pressure, should not, be treated by this 
method. 

With some patients the best results are 
obtained by the administration of. large 
doses (¢.g., 210 grains) for a few days fol- 
lowed by periods of interrupted treatment, 
while with others the best results are ob- 
tained by daily doses of smaller quantities 
of the drug (¢.g., 90 grains). There is no 
rule by which one can be guided in the selec- 
tion of a method; daily observation of the 
results obtained by the different methods is 
the best guide. 

Failures often occur from the fact that 
when improvement does not ‘take place in a 
few days, the drug is stopped. Again the 
return of symptoms is regarded as evidence 
of failure. 

When one regards the drugs as an aid to 
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therapy rather than as a panacea, a better 
appreciation of its value will be had. 
Further, in regard to treatment, Wright 
adds that one should not stop with the use 
of the drug alone but should utilize all other 
forms of therapy in order that the patient 
may be kept at the higher level to which the 
drug, temporarily at least, has brought him. 





A Simple Test of Diagnostic Value in 
General Paresis. 


In the British Medical Journal of January 
23, 1926, Harris states that in 1923 Boltz 
first described a test performed on the 
cerebrospinal fluid which he claimed would 
satisfy these conditions, and he stated, as the 
result of his investigations, that this test 
(the acetic anhydride-sulphuric acid test) 
was positive in every case of general paresis 
and was negative in all other conditions with 
the exception of certain cases of neuro- 
syphilis and an occasional case of arterio- 
sclerotic psychosis. In 1925 Grossman, 
using the same acetic anhydride-sulphuric 
acid test, also found that every case of 
general paresis gave a positive reaction. 

In the present series of cases the cerebro- 
spinal fluid of 180 patients, suffering from 
various types of mental disorder, was exam- 
ined, and the result of the acetic anhydride- 
sulphuric acid test was compared with the 
Wassermann reaction, the Lange colloidal 
gold curve, the amount of globulin, and the 
number of cells. 

The method of performing the test is to 
add 0.3 cc. of acetic anhydride to 1 cc. of 
cerebrospinal fluid in a small glass test tube. 
Shake the mixture well and then carefully 
add, drop by drop, 0.8 cc. of concentrated 
sulphuric acid. The test tube is then held 
up against a white background, and the 
presence of a lilac tint indicates a positive 
reaction ; a brown-yellow or red-yellow color 
is noted if the reaction is a negative one. 
The lilac color, characteristic of the posi- 
tive reaction, may appear immediately after 
the addition of the sulphuric acid and dis- 
appear in a minute or so. Hence it is 


important to watch the cerebrospinal fluid 
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closely as soon as the sulphuric acid is 
added, or a slightly positive case may be 
missed. In the majority of cases the lilac 
tint remains for at least five minutes. 

The chemistry of this test is not fully 
understood, but it seems probable that it 
depends upon the presence of cholesterol in 
the cerebrospinal fluid. 

As a result of his investigation Harris 
believes it is justifiable to draw the follow- 
ing conclusions: 

1. The acetic anhydride-sulphuric acid 
test on the cerebrospinal fluid of cases of 
general paresis is positive in almost every 
case (97 per cent), and hence is almost as 
reliable as the Wassermann reaction in this 
condition. 

2. It is negative in almost every other 
type of mental disorder except certain cases 
of neurosyphilis (other than general paraly- 
sis of the insane). 

3. It is a test which can be performed 
with great ease and rapidity, and hence is 
of definite value to the clinician. 





The Case Against Indiscriminate Sur- 
gery for Peptic Ulcer. 


In the Medical Journal and Record of 
February 3, 1926, BasTepo states that Crile 
says, “In both types of ulcer medical treat- 
ment should be tried and tried faithfully 
with controlled alkalinizing and frequent 
feeding. If this fails the case is surgical.” 
Ochsner stated: “I believe that in seventy 
or possibly ninety per cent of all duodenal 
and gastric ulcers, if treated properly be- 
fore severe obstruction has resulted, the 
patient can be put in a position in which his 
stomach and duodenum will be a better 
machine than you can even make surgically.” 
Bevan is of the opinion that almost all ulcers 
in their early history should be treated 
medically, surgery being needed ultimately 
in about ten per cent; while W. J. Mayo 
says, “The large majority of cases of peptic’ 
ulcer seen early are amenable. to medical 
treatment,” and of chronic ulcers only those 
which are intractable require operation. 

Undoubtedly in seriousness and amen- 
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ability to treatment and for the most part 
symptomatology these cases form two dis- 
tinct classes. Other things being equal, the 
gastric ulcer is the more serious lesion, it is 
more prone to cause loss of weight, it more 
often causes acute pain or vomiting, its re- 
missions are less likely to be prolonged, it 
is more likely to force itself upon the pa- 
tient’s attention, and as with medical treat- 
ment, so with surgical, it shows poorer end- 
results and a higher mortality. Therefore, 
while we can subscribe to Balfour’s 1924 
opinion that in duodenal ulcer cases “a 
higher percentage of satisfactory end-results 
could be obtained if surgical treatment were 
postponed until indications for it became 
more definite,” yet in the gastric cases we 
would caution against undue delay in secur- 
ing surgery if good results are not promptly 
obtained by the medical procedure. 

Granting that there still exist great differ- 
ences of opinion as to the efficacy of any 
medical or surgical treatment for ulcer, and 
acknowledging that a large percentage of 
peptic ulcer cases are curable by surgical 
means and a fair number are not curable by 
medical means, nevertheless, in the light of 
all the risks and drawbacks of which we 
have spoken, it is his opinion that we are 
not justified in employing surgery in the 
great number of cases that promise to do as 
well by medical treatment. 

In deciding for or against surgery, Bastedo 
adopts the surgical criterion that he follows 
in other cases, namely: that an operation is 
justifiable only when there is a decided per- 
centage of chances in favor of the probabil- 
ity that the patient will be better with the 
operation than he could possibly be with 
any other form of treatment; or in other 
words, when the risks from the operation 
are distinctly less than the risks of going 
without the operation. 

This excludes operation in all ordinary 
cases of ulcer. On the other hand it leads 


him to favor operation at the onset in the 
perforation or penetration cases, in the cases 
with repeated copious hemorrhage, in the 
obstructive cases such as those with per- 
sistent pyloric stenosis, hour-glass constric- 
tion or obstructive adhesions, and in those 
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who because of difficult circumstances or 
difficult temperament cannot or will not 
faithfully carry out a prolonged medical 
scheme. In all other cases he favors medical 
treatment, but he does not hesitate to recom- 
mend surgery if there is persistence for a 
few weeks of pain, nausea, or sour stomach, 
if after adequate medical treatment there 
is recurrence with violence following a 
symptom-free period, or if after a consid- 
erable length of time the patient proves 
unable, while living a normally occupied life, 
to ingest comfortably ordinary foods suffi- 
cient to maintain health and nutrition. Thus 
he figures that probably between fifty and 
seventy per cent of all peptic ulcers will 
yield to a course of proper and prolonged 
medical treatment, and that only the others 
should be considered surgical. 

This then is a brief presentation of the 
case against indiscriminate surgery for pep- 
tic ulcer. 





The Importance of a Routine Wasser- 
mann Test in Private Practice. 


In Northwest Medicine for February, 
1926, Fitz reports an analysis of the his- 
tories of 350 unselected private patients with 
a view to determining the occurrence of 
syphilis in private practice, and in order to 
illustrate the diagnostic importance of a 
routine Wassermann test. Of these patients, 
approximately 5 per cent were suffering 
from some form of syphilis. An underlying 
syphilis was present in at least 80 per cent 
of the cases with strongly positive Wasser- 
mann tests. Therefore, the Wassermann 
test was of great diagnostic importance. 

The prevention and treatment of syphilis 
is not only a public health and hospital 
problem, but is also a very important 
problem in private practice. Many patients 
with syphilis appear with symptoms sug- 
gesting other illnesses and are unaware of 
any primary lesion. Such cases can be 
recognized through a routine Wassermann 
test, and may be overlooked by other exam- 
inations. 

A private patient has as much right to 
expect a careful history, a thorough physical 

















examination and laboratory studies for the 
purpose of diagnosis as has a ward patient. 
Wassermann tests can be performed accu- 
rately for these patients and at negligible 
expense in most of the larger cities of the 
country, and are an important part of a 
thorough examination. 

A Wassermann test performed upon the 
blood of each private patient consulting 
each doctor in the country would establish 
the diagnosis of syphilis in many unsus- 
pected cases, and by indicating proper treat- 
ment would go far in helping to prevent the 
later complications of this disease. 


Otitis Media Purulenta Acuta. 


In the Medical Journal and Record of 
February 3, 1926, SmitH claims that the 
general practitioner should be able to man- 
age the non-operative treatment—e., the 
management of a case of acute middle-ear 
inflammation without incision of the drum 
membrane. Incision is indicated only in a 
small number of cases as they are first seen 
by the otologist. When incision is necessary 
there should be no hesitation, and a special- 
ist should be called to do the paracentesis. 

When inspection of the drumhead shows 
the lesion to be in an incipient stage, the 
abortive treatment should be tried. The 
patient is ordered to bed, and calomel, fol- 
lowed in six to eight hours by a solution of 
magnesium sulphate, is administered. Con- 
trol of pain at this stage may not be 
necessary, but in hypersensitive patients the 
following prescription is of value, and in 
itself may favorably influence the lesion: 


Codeine, 

Ext. belladonna, 44 gr.j; 
Camphomonobromate, 
Phenacetin, 4a gr. v. 


M. Divide in chartulas No. x. 
Sig.: One every four hours. 


Avoid using opium for the relief of pain 
in acute otitis media as it may mask an 
important guide as to the progress of the 
_ lesion. In fact, it should never be pre- 
scribed. The application of dry heat is our 
chief reliance. This often does not wholly 
annul severe pain, but it reduces very ma- 
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terially its intensity. The ordinary hot- 
water bag should be filled half with water 
and then wrapped in one or more layers of 
flannel and the patient instructed to lie with 
the diseased ear in contact with it. Poul- 
tices over the ear are of no avail. Blistering 
and counter-irritation over the mastoid 
should not be used, for their effect may 
subsequently mask mastoid signs. Hot or 
warm irrigations, which is a common prac- 
tice, should not be employed; they serve no 
purpose and in fact tend ‘to aggravate the 
local condition. The instillation of phenol 
in glycerin five to ten per cent at regular 
intervals also helps to allay pain and reduce 
the inflammation. 

If at the end of twenty-four to forty- 
eight hours these measures have seemed to 
control the symptoms, the abortive treat- 
ment should be continued. If the physical 
signs and symptoms continue to progress, 
the general practitioner should call upon the 
otologist, for the lesion has advanced to the 
stage of pus formation and retention and is 
now clearly a surgical condition. The local 
treatment in such cases is based upon two 
factors, as follows: (1) Providing free 
drainage from the tympanum by means of 
an incision of the drum membrane; and (2) 
keeping the external auditory canal as per- 
fectly dry and free from pus as possible. 

When inspection of the ear drum shows 
the membrana tensa to be bulging, there 
should be no delay in making a free incision 
through the posterior segment from the 
lower attachment to the middle of the poste- 
rior fold above, and if necessary through 
the fold. It is decidedly a wrong procedure 
to allow a bulging membrane to perforate 
of its own accord. A clean-cut incision in 
the drum membrane immediately relieves 
the pressure, establishes drainage, and the 
subsequent healing of the wound takes place 
with but little damage and no scar-tissue. 
Nature’s perforation is usually a small 
jagged hole, the borders of which are 
necrosed, and as healing takes place it is 
prone to result in scars, and considerable 
deposits of new connective tissue in the ear 
drum. Immediately following incision of 
the drumhead, there is always a free escape 
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of blood and pus into the external auditory 
canal. The patient experiences a marked 
sense of relief. Care must be exercised at 
this point to remove the clot of blood in the 
depths of the canal, for if this is not done 
it partially or wholly defeats the purpose 
of the operation. Fifteen minutes after 
myringotomy the operator should remove 
this postoperative clot himself and not 
leave that duty to the nurse or patient. A 
sterile cotton applicator readily dislodges 
this clot. 

It has been the common practice of physi- 
cians to employ routine irrigations of boric 
acid or sodium bicarbonate and the like in 
acute and chroni¢ middle-ear disease. This 
destructive practice should be discouraged. 
Otologists of reputation are gradually 
abandoning it. As Kerrison states in his 
text-book on Diseases of the Ear: 

“TI believe that every practical aurist will 
agree with me that the value of routine irri- 
gations in acute middle-ear disease depends 
much less upon the frequency than upon the 
thoroughness of the irrigations. The object 
in view is simply the complete removal of 
pus from the meatus. No matter how 
carefully the nurse may perform her duties, 
it will be found that the fountain syringe 
will in certain cases leave a residue of 
thickened pus at the bottom of the canal. 
Finally, there are certain cases in which one 
is forced to conclude that frequent irriga- 
tions tend to retard tympanic resolution. 
Such conclusion being reached, the irriga- 
tions should be discontinued or modified by 
combination with other measures.” 

It is clearly understood that although the 
object of irrigation is to clear the meatus 
of purulent discharge, which empties into it 
from the tympanum, still in most cases the 
auditory canal frequently contains pus even 
after irrigation. This same purpose can 
be accomplished with far greater accuracy 
by a much simpler, saner and easier method 
than irrigation, and without the possibility 
of driving infection higher up into the 
tympanic vault and perhaps into the antrum. 
Patients get along better by not irrigating 
the ears. 

The cleansing of the auditory canal can 
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be accomplished by frequent swabbing with 
pledgets of sterile absorbent cotton wound 
about applicators or toothpicks at regular 
intervals, depending upon the rapidity and 
amount of secretion. As the secretion grows 
less the swabbing is done at longer intervals. 

Besides treating the ear, attention should 
also be given to the existing nasopharyngeal 
condition ,to which the aural condition is 
secondary. A solution of argyrol ten per 
cent should be instilled in each nostril at 
regular intervals and immediately followed 
by a one-per-cent camphor menthol in liquid 
albolene solution. A Dowling argyrol tam- 
pon should be inserted once or twice daily. 
The drumhead should be frequently in- 
spected to ascertain its patency, and partial 
or complete closure should warrant rein- 
cision. Very frequently, indeed, this pro- 
cedure saves the patient the necessity of a 
mastoidectomy. 





Nasal (Sphenopalatine—Meckel’s) 
Ganglion Neuroses. 


In California and Western Medicine for 
February, 1926, GuNpRUM asserts that, in a 
limited number of cases, painting the gan- 
glion area with a silver nitrate solution will 
be sufficient. Occasionally, the placing of a 
drop of saturated solution of cocaine just 
above the posterior tip of the middle tur- 
binate will stop all symptoms permanently. 
In most cases one injection is sufficient. 
Sometimes, however, it is necessary to re- 
peat it several times. Rarely over three 
injections are required. 

He follows the technique as taught by 
Sluder, using the straight needle devised by 
him for the purpose, employing one-half 
cubic centimeter of a 5-per-cent solution of 
phenol in 95-per-cent alcohol. The needle 
is placed at the junction of the posterior 
fourth with the anterior three-fourths of 
the middle turbinate and pushed backward 
and upward until the fossa is entered. 

When the ganglion is entered the patient 
will immediately have considerable pain 
along its distribution. This may last from 
a few hours to a few days, or a week or 














more. The symptoms may ° disappear 
immediately or gradually subside. They 
occasionally return with a coryza, but are 
usually not so severe and often disappear 
with the coryza. If they do not, another 
injection is indicated. 

On the whole, the results have been quite 
satisfactory. He believes failure is due to 
two principal causes: first, failure to pene- 
trate the substance of the ganglion, and 
secondly, the coexistence of a post-ethmoidal 
or sphenoidal sinusitis, whose discharge 
serves as a constant source of irritation to 
the ganglion. Beck reports one hundred 
cases of hay-fever, with eighty favorable 
results so treated. Sluder has almost 
uniform success. 

Sluder states that, in over 1500 injections, 
he has had no permanent bad results. He 
reports severe hemorrhage in four cases, 
which he had no difficulty in controlling. 
Holmes reports one very alarming hemor- 
thage. The author has had two patients 
who have had dilatation of one pupil with 
blurred vision immediately after injection, 
but which cleared up in three weeks. In 
one patient there was considerable swelling 
of the soft tissue about the orbit which 
disappeared in five days. 

In discussing this paper, Kress stated that 
the sphenopalatine ganglion and nerves are 
intricate, not only in their anatomy and 
physiology, but likewise in their pathology. 
The large number of symptoms enumerated 
by Gundrum, in conditions where Meckel’s 
ganglion is involved, may be taken as a 
good indication of this. These symptoms, 
many of them, are so distressing that the 
patient is willing to try almost anything for 
relief, and there can be but little doubt, from 
the researches of Sluder and others, that 
very excellent results are ‘not infrequently 
obtained through the injection of the pheno- 
alcohol (5-per-cent phenol in 95-per-cent 
alcohol), after the Sluder method, and as 
advocated by the essayist. 

He is inclined to think, however, that the 
use of some of the milder procedures which 
Sluder and others have tried out, such as 
placing jocal applications to the mucous 

membrane over the ganglion, are worth a 
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preliminary try-out before resorting to the 
alcohol injection. 

At times the response to such local appli- 
cations and packs, with say 10-per-cent 
argyrol and other solutions, is very gratify- 
ing and seemingly quite as effective as the 
alcohol injections, without any of the danger 
or distress that is sometimes incident to the 
use of an alcohol injection. 





Carbohydrates in Non-diabetic Acidosis. 


In, the Virginia Medical Monthly for 
February, 1926, Hopce reports that in a 
series of nine cases of postoperative non- 
diabetic acidosis, the use of insulin combined 
with glucose has given better and more 
rapid results than by any other method 
known to him. 

In a series of three cases of severe 
toxemia or vomiting of pregnancy, each 
having failed to respond to any of the usual 
methods of treatment, all were carried to 
full term without further discomfort. 





Infection with the Parasite of Syphilis. 


In Northwest Medicine for February, 
1926, GREENE believes that there is a rest- 
ing state or sporocyst of the parasite which 
has an incubation period of twenty-one days, 
when conditions are favorable to its develop- 
ment, and longer if conditions are not 
favorable. McDonagh describes a resting 
form of the parasite of syphilis and others 
have theorized on the subject. With a 
resting state uninfluenced by active remedies 
we are able to account for relapses in well- 
treated cases and otherwise arrested 
conditions of the disease. 

A treatment is administered on the theory 
that there is a resting state of the parasite 
of syphilis with an incubation period of 
twenty-one days. At the zero hour for the 
administration of the arsphenamines it is 
carried out as follows: 

Four or five doses of the arsphenamine 
are administered at frequent intervals in 
conjunction with the iodides by mouth. 
After it is apparent by clinical evidence and 
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serologic findings that the disease is under 
control, then the interval between doses is 
increased to twenty-eight days—seven days 
required for the elimination of the previous 
dose plus the twenty-one-day incubation 
period of the disease. 

The advantages of this programme are 
numerous, while the results are equal, so 
far, to the results obtained by any other 
routine. It makes it easier for the patient 
to continue with his treatment. 

On account of the long interval between 
doses the size of the dose may be materially 
increased without injury to the patient. 
This gives a higher concentration of the 
remedy in the blood, and consequently more 
of the remedy will penetrate areas where 
the circulation is poor and where we pre- 
sume the parasite of the disease seeks to 
hibernate. 

Time is afforded to observe any untoward 
action of the remedy, so that treatment may 
be discontinued before there is a sufficient 
accumulation of the drug to produce disas- 
trous results. A greater total amount of 
the remedy may be administered because of 
the extended time; and it must be remem- 
bered that time is an essential element in 
the treatment of syphilis. 

The prevalence of syphilis warrants that 
the physician should give more attention to 
the treatment and care of the patient 
infected with the disease, in order to 
prevent chronic invalidsm and the spread of 
the infection, particularly by hereditary 
transmission. 

General hygienic living and dietetic 
measures are just as important in the 
treatment and care of syphilis as in any 
chronic disease. 

The intemperate use of drugs in the 
treatment of a patient with syphilis is as 
detrimental to his health as other intem- 
perances or excesses, and promote the 
extension of the disease. 

In order to know that the disease is com- 
pletely arrested, a normal cerebrospinal 
fluid must be present, as well as negative 
findings in the blood, together with the 
disappearance of all clinical evidences of the 
disease. 
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Annual follow-up reports should be 
required by the State from the physician for 
every case, in order to prevent the spread 
of the disease. ; 

The keeping of complete records in every 
case is essential. 





Unusual Sensitiveness to Resorcin. 


In the Western Medical Times for Feb- 
ruary, 1926, MontTGoMERY and CULVER 
state that possibly there is no other drug 
more used for acne, for seborrhea of the 
scalp, and incidentally for fall of hair, than 
resorcin, and in their experience it is rare 
indeed to be troubled by disagreeable by- 
effects. In two instances, however, they 
have found patients so sensitive to resorcin 
as to entirely preclude its employment. One 
of these they reported some years ago, the 
other came under their care recently. 

The patient, a man seventy-seven years 
of age, whom they had had under observa- 
tion for occasional attacks of eczema for 
the past ten years, consulted them on June 
5, 1924, because of an outburst of his com- 
plaint. Excepting for the gastrointestinal 
trouble frequently accompanying eczema he 
enjoyed good health. 

A resorcin paste, four per cent, was pre- 
scribed, and as is their custom, the resorcin 
was ordered to be first mixed with hot 
glycerin to secure an even distribution, and 
oxide of zinc was also added to allay any 
irritation. The patient soon returned with 
a violent itchy dermatitis. The right eye 
was closed, and there was an edematous 
bag under the chin. 

On looking back over their records they 
found that in 1919 they had prescribed for 
him a seven-per-cent salve for eczema of the 
scalp, which had evidently caused irritation 
of the scalp and an urticaria-like itchy erup- 
tion of the eyelids with perceptible swelling. 

This, however, did not include all the 
adventures this patient had with this inter- 
esting drug. They had prescribed a cream 
to allay the irritation, and the patient had 
laid aside the offending resorcin paste, but 
he evidently had not laid it aside securely 
enough, for, one day, feeling some irritation 
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he unwittingly applied some of the resorcin 
paste. During the night irritation began, 
accompanied by redness, swelling and edema, 
occupying, when they saw him the day fol- 
lowing, the whole center of the face from 
above the eyebrows downward. The eye- 
lids were decidedly swollen as from poison 
oak, and the upper boundaries of the erup- 
tion on the forehead were square and sharply 
marked, indicating an artificial cause. 

It is well, therefore, to remember that this 
drug may cause an artificial eruption, or 
the eruption may be caused by patent and 
proprietary hair lotions so much used by 
barbers and hair-dressers. . 

In mild solutions and salves they think 
it probable that in many instances resorcin 
acts, as other coal-tars do, beneficially on 
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the life of the epithelial cells, and is there- 
fore keratoplastic. It is also antiseptic. Its 


chief action, however, seems to be as an 


irritant and caustic, causing desquamation 
of varying degrees, according to the strength 
of the preparation and the susceptibility of 
the patient. In very strong preparation, 
such as in strong plasters, some men employ 
it as a Caustic. 

There are, however, few things more 
fallacious than definitions, and irritants, for 
instance, differ from one another so mark- 
edly that each one has to stand on its own 
merits, so that the authors feel inclined to 
hold, as many others do, that resorcin, 
although an irritant, has frequently a most 
fortunate effect on seborrheic skins, and 
particularly: in cases of acne. 





Surgical and Genito-Urinary Therapeutics 


Technique of Intravenous Injections. 


GELLERT (Urologic and Cutaneous Re- 
view, January, 1926) states that to many 
practitioners intravenous injections seem to 
be difficult and hazardous operations. He 
holds there should be no excuse for a failure 
in an ordinary case if a few underlying 
principles are adhered to. ; 

One of the most important principles in 
intravenous injection is to first establish a 
thorough distention of the veins, and while 
many operators favor an ordinary rubber 
band or tourniquet for compression of the 
upper arm it will be found that the pneu- 
matic arm band of a sphygmomanometer 
ideally fulfils the purpose. It effects a 
more thorough constriction of the arm, can 
be released by a touch of a valve without 
the slightest risk of moving the arm and 
disturbing the relation of the needle to the 
vein, and is more comfortable to the pa- 
tient. When there is seemingly low blood- 
pressure in the veins it will be found of 
value to have the patient swing the arm 
several times before applying constriction. 
Immersing the arm in hot water for several 


minutes will very often have the desired 
effect. The arm band should be tightened 
so that the veins stand out, are readily pal- 
pable, and feel resilient to the touch. The 
arm should be thoroughly extended on a 


‘pad under the elbow, this throwing the 


veins nearer the surface, and the fist should 
be held tightly clenched until the injection 
begins, when it should be slowly opened. 
A needle of 20-22 gauge will be found 
the best average size, being large enough to 
allow a free return of blood through it and 
leaving a very small wound in the vein 
wall. Factory ground needles usually have 
a long beveled point, and it will be found 
of advantage to regrind these points to a 
shorter medium bevel. With this shorter 
bevel one can usually feel a distinct “pop” 
as the needle pierces the distended vein, and 
there is less chance of piercing the opposite 
wall. The needle should be carefully exam- 
ined to see that its bevel is sharp and that 
in sterilizing its point has not become dulled 
or bent. To avoid stripping the vein, the 
bevel should always point away from the 
vein. All solutions should be filtered be- 
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fore using. A simple method of filtering 
consists of wrapping a pledget of sterile 
cotton about the needle tip of the syringe 
and then drawing up the solution from a 
container into the syringe. 

In entering the vein the long axis of the 
needle should be as nearly in line with the 
course of the vein as possible. If this point 
is observed there will be little danger of 
piercing the opposite wall or of untoward 
movements disengaging the needle and vein, 
and there will be no tendency to bleeding 
from the puncture subsequently. 

It is best to fix or anchor the vein below 

_the point of attack with a downward pres- 
sure of the left forefinger. It is also of 
advantage to approach the vein laterally 
rather than immediately above it, thus 
lessening the danger of carrying the needle 
through its distal wall. 

If the movement in advancing the needle 
be cautious one can readily feel the “pop,” 
followed by a sudden lack of resistance as 
the vein wall is pierced. In entering the 
vein the relation of needle to vein is a sharp 
angle. As soon as the wall is entered the 
syringe is moved across the arc thus formed 
so as to bring the needle in line with the 
long axis of the vein. The needle is then 
further advanced in the lumen for about a 
third of its length and is slightly manipu- 
lated from side to side to make certain that 
it is free within the walls. The movement 
in entering the vein should never be sudden 
‘or jerky, and after the resistance of the skin 
has been overcome very little force is re- 
quired for further advancement. 

If the needle has not been properly ad- 
vanced into the lumen the collapse of the 
vein when compression is released will 
sometimes leave the needle outside the ves- 
sel wall and an infiltration result. The ap- 
pearance of blood is not always to be taken 
as a signal to “go.” 

The tourniquet is now released and the 
patient slowly opens the fingers. The solu- 
tion is to be slowly injected. The patient 
should be told to warn the operator at the 
first feeling of pain during the injection, 
and the physician at all times should be on 
watch for any increase of pressure noted 
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during the injection. Either should be a 
signal to stop at once. The operator should 
also closely observe the tissues at the site 
of injection for any sign of infiltration. If 
infiltration occurs and a fair amount of 
solution rernains, one should not attempt to 
reenter the same vein, but should choose 
another near-by site. 

Failure to obtain blood after entering the 
vein may be due to a plugged needle or the 
bevel of the needle being in contact with the 
opposite wall. At times after part of the 
solution has been injected the operator will 
notice a decided increase in pressure against 
the plunger. This may be due to a slight 
fragment of glass between the plunger and 
syringe wall, or it may be due to a spasm 
or closing of the vein, whereby further 
upward flow of solution is prevented. 
When this phenomenon occurs the patient 
usually complains of pain along the vein 
and the injection must be stopped immedi- 
ately, otherwise the solution will be forced 
back along the needle tract and an infiltra- 
tion result. 





Intercostal Drainage in the Treatment 
of Empyema. 


PaTTERSON (Boston Medical and Surgical 
Journal, Jan. 21, 1926) in an article, well 
illustrated by x-rays, records his experience, 
stating that from 1920 up to 1922 he 
resected a piece of rib and drained into a 
water trap. During this time there were 11 
cases, with but two deaths. Since 1922 he 
has practiced intercostal drainage in 21 
cases. There was one death, this following 
operation by about a month and apparently 
due to thrombosis. Patients ranged in age 
from 11 months to about 40 years. Eight 
were under five years and six. between five 
and ten, four between ten and twenty, two 
between thirty and forty, and one over 
forty. They were the usual run of 
empyemas, all following pneumonia, most 
of them being extremely sick. The 
majority of cultures showed a Type 1 
pneumococcus, some staphylococci, and 
some non-hemolytic streptococci. The ratio 
was about two pneumococci to one of the 


other types. 
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The technique followed was the same in 
both types; and the postoperative course 
showed no practical difference. The 
average length of time in the hospital was 
twenty-eight days. The pneumococci cases 
were a little slower in clearing up. The 
shortest case was nine days, an encapsulated 
pneumo¢occus, and the longest seventy-one 
days, a pneumococcus case, the only one in 
which a secondary rib resection was done. 

The treatment advocated was, first, the 
demonstration of pus by an aspirating 
needle. Under local anesthesia and through 
a skin puncture, a trocar and cannula were 
introduced, and through the cannula a tight- 
fitting rubber tube was passed and was 
secured in place by suture. On the end of 
this tube a drainage valve was secured, one 
which allowed the escape of pus, but col- 
lapsed with suction. This valve can be made 
by cutting two small slits in a glove finger 
and fastening it to the free end of the tube 
by a rubber band. After twenty-four to 
forty-eight hours irrigation with Dakin’s 
solution was employed. Sometimes the 
exudate is not entirely liquefied by the 
Dakin’s solution, this being noticeable after 
a week. It is then advisable to remove the 
tube at each dressing and let the thick 
stringy matter escape through the drainage 
opening. The patient is given blow bottles 
two or three days after operation. 

In commenting on this paper Lampson 
notes that there were 79 cases operated on 
in the Hartford Hospital in the last two 
and a half years, with a mortality of 16 
per cent. 





A Method of Repair of Scalp Defects. 


Coteman§ (Jilinois Medical Journal, 
January, 1926) records the case of a man 
with an electrical burn to the bone involving 
the left parietal region and about four 
inches in diameter. An effort was first 
made to cover by broad flaps-undermined, 
which was unsuccessful. The bare bone 


was then drilled with 30 holes averaging 
about a quarter of an inch apart, the depth 
being regulated by the flow of blood. Dur- 
ing this process part of the outer table 
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cracked and came off with the drill, reveal- 
ing a fresh surface of healthy granulations 
under the dead bone. Thereupon all of the 
exposed outer table was removed, this 
without anesthetic and without causing pain. 
A week later the granulations were ready 
for skin grafting, which was successful, and 
two weeks later the wound was completely 
healed. 

The second case treated.in similar fashion 
was equally successful. 

Coleman refers to a Dr. Vance who in 
1777 had a patient who had been scalped 
by the Indians. His wound had healed 
except the middle portion, which was bare 
bone and which showed no signs of improv- 
ing. Vance bored many holes through this 
bone with a shoemaker’s awl, and after a 
time proud flesh appeared to rise in these 
holes, and, quoting Vance’s words, “the 
wound scun over slow.” 





Acute Gonorrheal Rheumatism and Its 
Treatment. 


GotpEy (Urologic and Cutaneous Re- 
view, January, 1926) observes that in a 
series of 760 gonorrheal cases rheumatism 
has occurred in 17; coming on usually in 
the second or third week of an acute infec- 
tion, and after the latter has invaded the 
posterior urethra and adnexa. 

A No. 12 F. soft-rubber catheter is 
passed into the bladder, and the bladder is 
filled with a solution of protargol 1% per 
cent, using as much as it will comfortably 
tolerate up to 300 cc. The prostate and 
vesicles are then gently massaged. Pros- 
tatic and vesicular expression will be seen 
to exude from the meatus, for if this does 
not occur the technique of massage is 
faulty. Then the patient voids the solution 
contained in the bladder. The other part 
of the treatment is the administration of 
gonococcus vaccine intramuscularly, in doses 
starting with 500,000,000 and increasing up 
to 1,500,000,000. The internal ‘medication 
consists of hexamethylenamine grains 7% 
three times daily and the drinking of plenty 
of water, which dilutes the septic material 
in the bladder, allays the frequency and 
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urgency, and at the same time cleanses the 
entire urethra frequently. The patient at 
this time abstains from all self-injections. 
The vaccine treatment is continued until the 
rheumatic pains subside, of they may be 
continued until the urine in the two-glass 
test returns clear. This form of treatment 
is administered every other day. 

Some patients are relieved of their rheu- 
matic complications after a few such 
treatments, while others receive as many as 
twelve or more. The use of vaccines with- 
out the prostatic and vesicular strippings, 
or the prostatic and vesicular strippings 
without vaccines, is not as efficacious as the 
combined treatment, which is very effective. 





The Value of Blood-pressure in the 
Determination of Major Surgery. 


Apams (American Journal of Surgery, 
January, 1926) notes in this relation that 
surgery from the start tends to lower the 
blood-pressure, and this depression in the 
average handicapped patient coming for 
operation begins from five to twenty min- 
utes prior to any symptoms indicative of 
the approaching shocked state. The use of 
several large abdominal packs, unless they 
are placed with great care, will cause a 
temporary drop in the systolic and diastolic 
pressures; and if the packs are cold the 
degree of drop is greater. Rough handling 
of the tissues and the intestines always 
markedly reduces the~ pressures and in- 
creases the pulse rate. Loss of blood, un- 
less the quantity is very small, always lowers 
the pressures and afterward increases the 
pulse rate. 

All three general anesthetics now in use— 
ether, nitrous-oxide-oxygen, and ethylene- 
oxygen—cause a rise of blood-pressure 
during the first fifteen minutes, the greatest 
rise occurring with nitrous oxide, the next 
with ethylene, and least with ether. But 
greater depression is seen with ether than 
obtains with the other two, and a deep ether 
anesthesia continued for over one hour in 
any patient, except the young adult of good 
cardiac compensation, nearly always causes 
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a distinct drop in both systolic and diastolic 
pressures and a well-recognized increase in 
the pulse rate. 

It is true that ether is a so-called cardiac 
stimulant, but this is not the case when the 
amount is used that is necessary to produce 
complete and absolute relaxation. Ethylene 
seems to produce more gradual changes in 
the pulse, respiration, and systolic and 
diastolic pressures than nitrous oxide and 
is not as depressive as ether. 

Spinal anesthesia nearly always produces 
such an extreme drop in’ blood-pressure 
that it is contraindicated in low pressure 
cases, and novocaine in some patients 
(particularly those of the nervous type) 
produces a distinct drop in pressure, and is 
not devoid of harm when used in large 
amounts as a local anesthetic. 

Such extremely valuable information may 
be obtained by routine charting of the pulse, 
respiration and the systolic and diastolic 
pressures, that it is to be hoped that the 
procedure may be given a fair trial. If 
this is done it will be agreed that this step, 
taken in conjunction with careful inspec- 
tion of the patient as regards capillary cir- 
culation, depths of anesthesia, color, etc., 
will enable him to pass through the anes- 
thetic and operation with knowledge that 
everything possible has been done to safe- 
guard this most perilous journey. 

In this relation, bearing on the safety 
of anesthesia, McLean notes that the meth- 
ods frequently employed in the preparation 
of the patient, such as purgation, starvation, 
and withholding fluids for hours before, 
place him in an ideal condition for a stormy 
convalescence. 

Nausea, vomiting and the pains from the 
distention of the intestinal tract can be 
eliminated by proper premedication. If the 
patient is given alkalies until the urine is 
alkaline to methyl red and this condition is 
maintained before and after operation, and 
a sufficient carbohydrate intake provided, 
the patient will not vomit or be nauseated, 
except as a result of the action of morphine 
if there is an idiosyncrasy for it. 

The patient, who has been given a laxa- 
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tive long enough before operation to allow 
the intestinal tract to recover, will, if the 
operator handles the intestines carefully, 


have very little if any trouble with gas 


pains. The administration of glucose be- 
fore operation will be of great benefit in 
building up a reserve and will place the 
patient in a better condition to withstand 
the necessary trauma and shock of the op- 
eration and anesthetic. 

Mouth hygiene should not be forgotten, 
and every one knows that infected teeth 
should be removed before the patient is 
subjected to an operation. With the patient 
on the table ready for the anesthetic, an in- 
spection of the mouth frequently reveals the 
fact that some one has slipped. 

Take the blood-pressure before operation, 
note the diastolic and systolic pressure and 
pulse rate; have the patient hold the breath 
for thirty seconds and note the diastolic and 
systolic pressure and pulse rate. If com- 
parison after the breath-taking test shows a 
rise in systolic pressure it denotes cardiac 
reserve, and if a fall, the lack of it. Fore- 
warned is forearmed. 

The taking of blood-pressure during op- 
eration means that we have an advanced 
warning of impending danger, and he who 
does not give his patient the benefit of this 
knowledge is neglecting one of the most 
important means at his command to pre- 
vent accident and to conserve life. 





A Study of Subphrenic Abscess. 


WHIpPLe (American Journal of Surgery, 
January, 1926) reports on 32 cases of sub- 
diaphragmatic abscess. He regards this as 
the most serious of all intra-abdominal ab- 
scesses because the lesion appears as a 
complication in the most severe peritoneal 
infections, such as perforated ulcer, rup- 
tured appendicitis, gangrenous cholecystitis. 
It frequently does not appear until late in 
the course of the illness of a patient, septic 
and enfeebled by long-standing infection or 
tumor. It is insidious in its onset and 
course. It is difficult to differentiate from 
an associated pneumonitis or a pleural 
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effusion. The irregular drainage from the 
established drainage tracts of the original 
and causative lesion distracts the surgeon 
from the consideration of a new focus of 
infection and often long delays the diag- 
nosis and treatment. The treatment is a 
real problem because drainage is difficult 
and usually inadequate. The mortality in 
the undrained cases is about 90 per cent, 
in the drained cases about 30 per cent. 

Much the most difficult to differentiate 
from the subphrenic abscess are the thoracic 
and pulmonary lesions. Not infrequently 
these are present in addition to the sub- 
diaphragmatic condition. In the series 
under consideration 10 cases were asso- 
ciated with an empyema which either pre- 
ceded or followed the subphrenic abscess, 
4 had a pleurisy with effusion, and 7 had 
a pneumonia, in several cases associated 
with either pus or fluid. It is evident that 
both in physical signs and in #-ray exam- 
ination these cases were the most difficult 
to differentiate from the subphrenic lesion. 

Liver abscess is extremely difficult to 
rulé out in some of these cases, as are 
perinephritis and renal tumor. The +-ray 
is by and large the most valuable single 
means of determining the size, site and side 
of the lesion. 

There is a measure of great value in pre- 
venting the development of a subphrenic 
abscess. This applies to cases of upper 
abdominal drainage such as is done for 
cholecystectomy or choledochostomy, and 
consists of turning the patient over on the 
face two or three times a day after the 
first week of the operation. This has 
a very definite effect of emptying or drain- 
ing the puddle of fluid that has a tendency 
to collect in the subhepatic space. An- 
other precaution against this spread from 
a subhepatic collection to a subdiaphrag- 
matic space is to leave drainage in long 
enough for a tract to be established. Daily 
x-ray and physical examination with notes 
for comparison will usually determine in 
three or four days whether an abscess is 
really present. 

As a rule the tenth rib in the midaxillary 








442 THE THERAPEUTIC GAZETTE 


line is the best approach. Either the inter- 
costal incision or removal of a segment of 
rib will give good exposure and drainage, 
provided the incision is long enough. The 
mistake too frequently made is too small 
a segment of rib removed. The newer, 
electrically lighted, so-called illuminated re- 
tractors are of great help in inspecting the 
size and site of the abscess. Care in avoid- 
ing the pleura by pushing it up by gauze 
dissection will prevent much trouble. 

Two large soft-rubber tubes, so arranged 
that they can be connected to a bottle, pro- 
vide adequate means for both drainage and 
irrigation. 





Relation of Chronic Intestinal Stasis to 
Thyroid Pathology. 


Srk Witiiam ArsutHnot Lane in an 
editorial in the International Journal of 
Medicine and Surgery for January, 1926, 
insists with all his old-time vigor upon the 
dominant influence of intestinal stasis in 
producing abnormal states of the thyroid or 
its secretion. He states that in the early 
stages of stasis the impure state of the 
blood, due to intestinal autointoxication, 
calls for a great effort on the part of the 
thyroid gland to deal with the results of the 
food infection. In consequence the organ 
hypertrophies, becoming a conspicuous fea- 
ture in the neck of the young girl. Later 
in life the thyroid wastes, till finally its 
presence cannot be detected by the finger. 
It would appear that it atrophies from ex- 
haustion because of an excessive demand 
made upon its function. 

In a certain proportion of cases of stasis 
it reacts differently to autointoxication, de- 
generating in a manner somewhat similar 
to that which ensues in the breast at an 
early period in stasis—masses of adenoma- 
tous material are developed in its substance. 
These tumors, unlike the growths in the 
breast, appear to function. Dr. Plummer 
has shown that in consequence of some 
stimulus they may suddenly produce such 
an amount of secretion as to determine the 
development of many of the clinical symp- 





toms of Graves’s disease. In other cases 
the symptoms of exophthalmic goitre are 
produced by thyroids in which no adenoma- 
tous tumors are present. 

It appears probable that the variations in 
the changes which the thyroid undergoes, 
and which are, Lane believes, all the conse- 
quences of intestinal autointoxication, are 
dependent upon the type and virulence of 
the organisms which have infected the con- 
tents of the stomach and small intestines. 
Dr. Nathan Mutch has reported the bac- 
teriology of an extensive series of cultures 
obtained from the contents of the small 
intestine at different levels during the course 
of operations performed for chronic intes- 
tinal stasis. He demonstrated how the re- 
sults of autointoxication varied widely with 
the type and virulence of the organisms in- 
fecting the contents of the intestine from 
which the body derived its nutriment. When- 
ever, in cases presenting definite and ex- 
tensive changes in the thyroid, the contents 
of the small intestine and duodenum were 
effectually sterilized, either by the use of 
paraffin and kaolin and the avoidance of all 
animal food, or by such operative procedures 
as freeing the first and last kink with any 
secondary kink and anchoring the appen- 
dix, or by short-circuiting the end of the 
ileum into the pelvic colon, or by colectomy, 
any enlargement of the thyroid gland sub- 
sided in a remarkably rapid manner. 

A number of typical cases of chronic 
intestinal stasis showing very considerable 
thyroid changes were examined by surgeons 
in the Congress in London in 1914, when 
they had an opportunity of observing them 
before and after colectomy.. They were able 
to realize in the clearest manner possible 
how very rapidly the enlargement of the 
thyroid gland subsided after operation, to- 
gether with all the other manifestations of 
the effects of autointoxication upon the tis- 
sues, proving what an immense amount of 
toxic material must be absorbed in this con- 
dition in the course of twenty-four hours. 
The rapidity of this recovery was perhaps 
most striking in cases of rheumatoid arthri- 
tis in which the joints were swollen and 
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actually painful, so that they could not be 
moved and had been in this state for months. 
Within twenty-four hours after a colectomy 
these joints could be moved freely and pain- 
lessly because of the establishment of a free 
effluent of the ileal contents. 

These changes in the thyroid, together 
with the other consequences of intestinal 
autointoxication, show how vitally important 
it is that we shall determine and recognize 
the causes of chronic intestinal stasis, which 
Pauchet has rightly called “the great dis- 
ease” because of its universality in civiliza- 
tion. Having determined their cause we 
must endeavor to obviate their development, 
and so free humanity not only from the di- 
rect results but also from those which afflict 
it because of the lowered vitality and resist- 
ing power of the tissues, the most terrible 
of which is cancer. 





Puerperal Sepsis. 


Bonney (Lancet, Jan. 23, 1926) in a 
lecture dealing with the major problems of 
puerperal sepsis, reviews this matter from 
the standpoint of etiology and prevention. 
Bearing on the use of masks by the ac- 
coucheur, suggested by the thought that 
sepsis might be conveyed from the mouth 
or nose of doctors suffering from catarrhal 
lesions, Bonney holds that this precaution is 
unnecessary since he has not been able to 
observe any lessened incidence in those at- 
tended by the masked accoucheur. On the 
abolition of septic foci he strongly insists, 
including under this heading not only those 
in the genital region, but those in the oral 
and nasal cavities and in any other portion 
of the body. Special attention should be 
directed to the urinary tract and the intes- 
tines. It is held that the time will come 
when the bacteriologist will be able to warn 
the obstetrician that this or that particular 
patient carries in her intestines organisms 
which menace in an abnormal degree the 
safety of her delivery. Attention is de- 
voted to safeguarding the vagina, and Blair 
Bell is quoted to the effect that coitus during 
the last few weeks of pregnancy may convey 
into the vagina organisms which later pro- 
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duce puerperal sepsis, this even though the 
male organ be not in an infective state. 
The fingers and instruments of the ob- 
stetrician are a still more likely agent of 
conveyed infection. Gloves can be worn and 
instruments boiled, but as conveyers of 
organisms from the vaginal approaches they 
are just as efficient as the bare hand and the 
forceps taken out of the hip pocket. Fin- 
gers and instruments must be used in ob- 
stetric surgery. In certain regions of the 


‘body, as for instance the abdomen, the 


surgeon can guard against the conveyance 
of organisms from the skin by covering the 
edges of his wound with towels or sheet 
rubber, but the vaginal orifice through 
which the obstetric surgeon has to work 
does not lend itself to this. We can, how- 
ever, endeavor to sterilize the perianal and 
perivulvar skin by the application of a 
strong, non-irritating antiseptic, and this 
being done, sterile towels should be affixed 
so as to cut out of the operative field the 
most infected part of the danger area—.e., 
the anus and perianal skin. Even with such 
precautions the risk of conveyance is not 
entirely done away with, for organisms may 
lie inside our protective barrage. This 
possibility can be coped with by anointing 
the finger, hand, or instrument with some 
powerful but non-irritant antiseptic before 
it is passed into the vagina, so that if any 
organisms are carried up in the process they 
get a lethal dose in transit. 

There are cases in which the vagina is 
already infected with streptococci by the 
time labor begins, and these women stand 
in peculiar jeopardy from spontaneous or- 
ganismal ascent during the puerperium and 
from direct manual or instrumental convey- 
ance of the organisms into the uterus dur- 
ing the labor. When a woman is known to 
be suffering from vaginitis, if such passage 
has fo be made, then the vagina should be 
thoroughly swabbed out beforehand with a . 
strong non-irritant antiseptic, and the hand 
or instrument, before it is passed up, should 
be anointed with the same. Where infection 
of the placental site is specially to be feared, 
as, for instance, when the patient has an 
obvious vaginitis, the further precaution 
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should be taken of either swabbing out or 
douching out the uterine cavity at the con- 
clusion of the intra-uterine maneuvers. 

There are certain cases of prolonged 
vaginal infection in which the best course is 
to discard that passage as the route of child- 
birth and perform Czsarean section before 
labor has begun. This avoids the possibility 
of the obstetrician directly infecting the 
uterine cavity in the course of intra-uterine 
manipulations forced on him by the exi- 
gencies of the labor, but it does not, of 
course, entirely abrogate spontaneous organ- 
ismal ascent during the puerperium. In a 
case in which streptococcal infection is spe- 
cially to be feared, prophylactic doses of 
antistreptococcic serum should be adminis- 
tered. 





Diverticulosis. 


Drueck (Medical Journal and Record, 
Jan. 20, 1926) under this title contributes a 
scholarly paper in which he points out that 
diverticulosis may be congenital or acquired, 
the former being designated true and the 
latter false. In true diverticula intestinal 
tunics constitute the wall, while in false 
diverticula one or more coats give way, per- 
mitting the mucosa to herniate outward, 
forming a pouch that may or may not pos- 
sess a peritoneal covering. Occasionally true 
diverticula, as a result of prolonged disten- 
tion, becomes false, in which case weakened 
or thinned intestinal musculature shows at 
the base. 

Intestinal diverticula may occur at any 
period of life, but are comparatively fre- 
quent in the middle and especially the late 
period. 

Telling cites 105 cases presenting diver- 
ticula, sixty per cent of which were attended 
by symptoms. In eighty of Telling’s col- 
lection fifty-four were males and twenty-six 
females. Thirty-three cases presented no 


symptoms which attracted attention to the 
diverticula and were only incidentally dis- 
covered. Forty-seven had symptoms due 
to diverticula. 

In the large intestine the diverticula have 
been demonstrated more frequently aside 
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from the mesentery, commonly in relation 
to the appendices epiploice ; most constantly 
in the sigmoid, and were the source of 
pathological processes varying in degree 
from mild to the gravest. 

The size of the diverticula varies from 
microscopic to that of a hen’s egg. The 
observations of McGrath seem to show that 
the relationship between diverticula and 
appendices epiploice is due to the fact that 
these fatty masses are points where the 
larger vessels enter the intestinal wall, since 
they are the terminations of fat bands, ex- 
tending from the mesentery and covering 
these vessels. 

Drueck considers in relation to diverticu- 
losis that the frequency with which carci- 
noma is implanted in the inflammatory pro- 
cess of acquired diverticula, even without 
ulceration of the mucosa, is of the gravest 
importance. 

It is noted that diverticulitis and peri- 
diverticulitis mimic other conditions, partic- 
ularly tuberculosis, chronic appendicitis, and 
carcinoma. The symptoms of chronic con- 
stipation or obstruction over a long period 
are usually present and will be in favor of 
diverticulosis rather than cancer. Moreover, 
in the former condition there is usually a 
slight evening rise of temperature. Exam- 
ination with the x-ray is of great help. It is 
worthy of note that a great many of the in- 
flammatory masses incident to diverticulosis 
have been removed and their true pathology 
not learned until long afterwards, when they 
were subjected to detailed pathological ex- 
amination. 

The prognosis as to life depends princi- 
pally upon malignant or non-malignant fac- 
tors, peritonitis, metastatic foci of infection, 
and embolism. In acute crises complicated 
by obstruction, peritonitis, or abscess, the 
mortality is high. 

The treatment of diverticulosis depends 
on many factors. If the patient is a poor 
surgical risk it should be palliative. Many 
patients’ lives can be maintained with little or 
no inconvenience by keeping the feces soft 
or liquid with laxatives and oils (never pur- 
gatives). Belladonna and morphine are 
serviceable, together with liquid diet and fre- 








ids 
or 
ny 


oft 














quent warm high enemas to empty and 
cleanse the bowel. Such a course of treat- 
ment relieves pain, colic, and muscular 
rigidity, and is of much value both as ten- 
tative treatment and as preparatory treat- 
ment for later surgical procedures. 

The ideal treatment is to resect the mass 
and rejoin the ends of the bowel, but this is 
impractical when diverticula are numerous 
and widely scattered. Very often it is not 
possible on account of the dense adhesions 
to surrounding structures. Nor is it advis- 
able to attempt to separate these adhesions. 
They are not only very dense, but inter- 
sected with septic foci which if disturbed 
will very probably set up acute peritonitis. 

If a short circuit is done it is important 
to be sure that only healthy bowel is used 
for the anastomosis, and that the tumor 
itself is not interfered with. 

In most cases only colostomy is possible, 
and transverse colostomy will have to be 
performed in order to get well above the 
diseased area. 

The results of colostomy in these cases 
are extraordinarily satisfactory. If the 
disease has not progressed too far before 
operation, it becomes completely arrested 


' and the patient regains normal health. The 


inflammatory mischief becomes quiescent, 
and ceases to cause any trouble or produce 
any symptoms. 

When feasible, enteroanastomosis, ileo- 
proctostomy or ileosigmoidostomy or intes- 
tinal exclusion is substituted for colostomy ; 
to relieve obstruction and procure daily soft 
evacuation without the nuisance of having 
feces discharged through the side. 

Appendicostomy and cecostomy are use- 
ful adjuncts in the surgical treatment of 
chronic diverticulitis, since they provide 
for through-and-through colonic irrigation, 
which heals inflamed and ulcerated areas, 
frees the bowel of irritants, and facilitates 
convalescence from autointoxication. 

In this relation Spriggs and Marxer 
(British Medical Journal, Jan. 23, 1926) 
note that in 13 out of the 18 patients exhib- 
iting duodenal diverticula the symptoms 
were relieved entirely by a few weeks of 
medical treatment. The measures adopted 
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were devised to aid the pouch to empty, to 
prevent or lessen putrefaction of its con- 
tents, and to promote the health of the rest 
of the alimentary canal. 

It is often possible to observe on the 
x-ray table that a pouch will empty more 
quickly in a certain position. To this end it 
is necessary to define the relation of the 
mouth to the pouch itself and to the bowel 
from which it arises. 

For lubrication of the pouch, liquid 
paraffin is given night and morning, and 
the patient is advised to take it always, in a 
minimum dose of a teaspoonful; more if 
the bowels are not loose. Cream of mag- 
nesia or a carminative medicine often 
relieves discomfort or distention after food. 
The authors note that of 1000 radiological 
examinations diverticula of the colon are 
found in 100. They believe there is a 
distinct association between diverticula and 
infective foci in various parts of the body. 
It is stated that nearly all cases of diver- 
ticulitis of the large bowel can be kept in 
health by simple practical measures and that 
there are very few who cannot be so helped 
who can be relieved by surgery. Out of 55 
patients who complained of symptoms com- 
plete relief was obtained after a few weeks’ 
treatment in 36. There was frequent need 
of operation for the relief of obstruction. 
The general line of medical treatment is by 
paraffin oil from above and douching from 
below, with the removal of septic foci and 
the use of laxatives, or even purgatives 
when these seem indicated. 





Observations Based on 173 Consecutive 
Goitre Cases. 


Brack (International Journal of: Medi- 
cine and Surgery, January, 1926) notes 
there are four varieties of congenital goitre: 
Vascular, colloid, cystic, parenchymatous. 
The last mentioned is the most frequent. 
The cystic is the least frequent, but when 
present may rival in size the fetal head. 
The colloid is very rare. 

The vascular enlargement is not a true 
goitre. It results as a rule from the long 
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labor incident to face presentation, and 
usually disappears within a few days after 
birth. 

The parenchymatous enlargement may be 
large or small. If of a size sufficient to 
induce pressure, the child may be dyspneic 
at birth, with cyanotic facies, periodic 
unconsciousness, and a crowing sound on 
inspiration. In the event the enlargement 
does not rapidly subside, it may be neces- 
sary to divide the isthmus or to do laryngeal 
intubation. This type of goitre will not 
occur provided the mother has been given a 
sufficient quantity of iodine during her par- 
turient period. 

The acquired goitre is more frequent than 
the congenital. It may be simple, toxic, or 
malignant. Simple goitre is not toxic and 
may be either colloid, cystic, adenomatous, 
or hypertrophic. Toxic goitres may be 
hyperplastic (true exophthalmic goitre), or 
non-hyperplastic (e.g., toxic adenoma). 
Malignant goitre may be sarcomatous 
(rarely) or carcinomatous (more com- 
monly). They are usually fatal when of a 
size sufficient to be diagnosed clinically. 

According to statistics of the recent 
World War, to every one soldier from the 
southeastern States there were 15 from the 
northwestern with simple goitre. 

In 1920 Kimball, working in Akron, Ohio, 
proved that hyperplastic and hypertrophied 
thyroids during childhood and adolescence 
were due to a deficiency in iodine. 

Thyroid enlargements have been eradi- 
cated in the public schools of Zurich, 
Switzerland, by giving a small dose of 
sodium iodide to the affected child each 
Monday morning. 

The well waters of the eastern half of the 
State of Washington and a goodly portion 
of western Pennsylvania, as well as the 
waters of the Great Lakes, are notoriously 
poor in their iodine content. In these 
regions goitre is prevalent. 

All normal thyroids contain at least one- 
tenth of one per cent of iodine. When the 
amount becomes less hyperplasia ensues. 
Adenomatous goitres contain iodine greatly 
in excess of the normal content. 

The pregnant woman must supply iodine 
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for the fetus in utero as well as for herself. 
If her source of supply (drink, air, and 
food) becomes impoverished, her gland 
automatically begins to enlarge. Thus it is 
that many multipare date the onset of their 
goitre to one or the other of their parturient 
periods. Mix tells us that should the expec- 
tant mother fail to get iodine, the child 
might be born without a functioning thy- 
roid, a cretin being the result. 

Any expectant mother developing paren- 
chymatous enlargement of the thyroid 
should be given iodine salt at stated intervals 
to prevent goitrous offspring. 

All goitres, excepting small simple colloid 
ones, are potentially dangerous and should 
be subjected to early operation. As cystic 
and adenomatous goitres tend to become 
toxic or malignant, they should be removed 
early. A non-hyperplastic toxic goitre pro- 
duces the so-called Kocher or goitre heart, 
and should be extirpated before definite and 
irreparable organic cardiac change has taken 
place. Many cases of mild hyperthyroidism 
have been benefited by simply removing foci 
of infection. 

It has been found that in the hyperplastic 
toxic goitre the administration of iodine is 
as efficient as the ligation procedure. 

The safest, surest’and quickest way to 
cure toxic goitre of a hyperplastic nature is 
by surgery. The elder Kocher had a mor- 
tality of 40 per cent in his first 70 cases, 
while C. H. Mayo lost one-fourth of the 
first 16 cases operated on by himself. 

The present mortality for exophthalmic 
goitre in the hands of experienced goitre 
surgeons is less than 2 per cent. 

The postoperative care of exophthalmic 
patients is as important as that of the pre- 
operative treatment. It consists of rest, 
fluids, nerve and heart control. After leav- 
ing the hospital these patients should be free 
from the care of the house, and should 
remain absent from church and _ social 
gatherings for several months at least. They 
should have graduated exercises, careful 
dietary supervision, with every consideration 
given to the production of a happy, pleasant 
and enjoyable environment. 

Of the last 173 goitre patients, 114 were 

















diagnosed adenomas, cyst-adenomas, or 
adenomas with colloid retention; 22 were 
unquestionably thyrotoxic; 28 were either 
exophthalmic or cases of distinct hyperthy- 
roidism ; and the remaining 7% were adoles- 
cent goitres. 

Of the last 106 consecutive goitres oper- 
ated, four succumbed. Of this number, two 
were thyrotoxic and two were exophthalmic. 
Both of the latter died following simple 
ligation. These deaths occurred before the 
routine preoperative use of Lugol’s solution. 





Prophylactic Blood Transfusion. 


Warp (Illinois Medical Journal, Febru- 
ary, 1926) in poor operative risks commends 
this as a routine measure. The amount of 
blood a healthy individual can lose without 
marked inconvenience is based on our 
observation of blood donors. Five hundred 
to 750 cc. is the average amount of blood 
that can be taken without symptoms; over 
that limit distressing signs begin to occur. 

Laboratory experiments confirm these 
observations, as it has been shown that 
animals can lose 25 per cent by volume 
without bad effects. 

A panhysterectomy for fibroids showed a 
loss of 304 cc., a radical breast amputation 
in a vascular case showed a loss of 710 cc., 
a nephrectomy showed 816 cc. It is easy 
to see that the loss of such amounts during 
operation in a patient with a hemoglobin 
of say 50 per cent and with less than 
3,000,000 red cells, may seriously endanger 
the patient’s life. Five hundred cc. of blood 
as a prophylactic preparation for operation 
in cases of secondary anemia is sufficient 
in the majority of the patients to bring the 
blood condition up to safety limits. Occa- 
sionally a second, or even third, transfusion 
may be necessary in very low blood states. 
There is no excuse for not bringing our 
patient to the operating room with her 
resistance at the best possible state in order 
to withstand with the maximum of safety 
the ordeal to be undergone. 

All that is necessary then is the ability to 
perform the transfusion. In spite of the 
perfected technique and the more accurate 
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methods of typing, post-transfusion reac- 
tions occur in about 25 per cent of cases, 
but fortunately the danger of gross incom- 
patibilities may be said to be eliminated, and 
the reactions observed are usually not of a 
severe type, and are not sufficient to coun- 
teract the great therapeutic advantage of 
the transfusion. 

It is very necessary that the donor’s blood 
state be checked up at the time of the 
transfusion as it has occasionally happened 
that the donor has had an unsuspected 
secondary anemia. Transfusions of more 
than 500 cc. of blood were followed with 


_a higher percentage of reactions than 


with the smaller amounts, and repeated 
transfusions increased the percentage of 
reactions. 

The adoption of routine preoperative 
blood transfusions in patients whose resist- 
ance has been lowered, or whose blood 
examination shows a reduction under 75 per 
cent, will reduce the operative mortality of 
any hospital. 

Every interne on graduation from a hos- 
pital should be competent to make the 
necessary blood typing and blood matching 
technique, and to perform a blood trans- 
fusion, preferably by the direct method. The 
blood examination is often necessary at 
night or on holidays when the laboratory 
force is not available. This implies definite 
instruction and the skill which comes with 
practice. 





Anaphylactic Reaction Following Anti- 
streptococcic Serum. 


Stman (The Journal-Lancet, Feb. 15, 
1926) reports the case of a man of thirty- 
seven who on the third day of an injury to 
his hand reported with a band of red 
extending from this injury up his arm as 
far as the axilla. His temperature was 100° 
plus and his pulse 90. He was given 10 cc. 
of antistreptococcic serum intramuscularly, 
his abrasion was opened, and a wet dressing 
was applied to the hand and arm. Follow- 
ing promptly on the injection of serum 
there developed a pruritus and a skin rash 











448 


of an urticarial character. 


The lips were 
swollen, the eyelids puffy, and respirations 
labored. There was severe precordial pain, 
with diarrhea, vomiting, and stiffening of 
the joints. ‘This condition persisted for 
eight hours. Thereafter recovery was 
prompt. 

The patient remained well for seven days, 
when the symptoms of rash recurred in an 
exaggerated form, attended by a rapid pulse 
and swelling of the hands, cyanosis, and 
slight edema of the lungs. Adrenalin, 
strychnine and external heat were em- 
ployed. Hypodermoclysis of normal salt 
solution with bicarbonate of soda, 4 ounces, 
was done every four hours. Calcium 
lactate in 15-grain doses was given every 
two hours. There was fairly prompt recov- 
ery, but a relapse on the third day recurred 
in a mild form. This last outbreak lasted 
twenty-four hours and then gradually 
receded. 





Chronic Backache from an Orthopedic 
Standpoint. 


KutH (Minnesota Medicine, February, 
1926) omits from discussion manifest dis- 
ease of the spine, such as tuberculosis. The 
patients concerning whom he writes com- 
plain oftenest of pain in one or both 
sacroiliac, lumbar or lumbosacral regions. 
Many patients will state that a dull lumbar 
ache existed for many months and was fol- 
lowed gradually by pains localized over one 
sacroiliac area; or a lumbar pain after light 
trauma was followed some weeks later by 
pain in the gluteal area of the same side, 
and still later by posterior thigh pains; or 
pains in the mid-lumbar area gradually set 
in, unassociated with trauma, to be followed 
somewhat later by pain in one sacroiliac 
area, and still later by persistent posterior 
thigh and leg pains. Some give a history of 
repeated similar attacks of varying dura- 
tion; others of attacks beginning with a 
“sudden catch” in. the lumbosacral or 
sacroiliac areas; or the attacks may be 
associated with a sensation of slipping or of 
giving way. In many the pain is worse on 
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movement, as in turning in bed, walking, 
lifting, stooping, or suddenly rising from a 
lying or sitting posture. In some the pain 
is worse when quiet, and better when 
moving and walking ; and in others the pain 
is more or less constant. 

Examination of these. backs may show 
surprisingly little. Often movement in the 
back and lower extremities is limited. In 
many this limitation is of flexion of the 
spine only, extension being free. In othets 
all movement may be more or less limited. 
Flexion of the fully extended lower ex- 
tremity at the hip is limited in many, and 
causes pain in the lower back or posterior 
parts of the thigh and leg. 

For some years past considerable study 
and attention has been given by French and 
American orthopedists to the lumbosacral 
region, especially to its anomalies; to the 
relationship of the fifth lumbar vertebra to 
the sacrum, and the relation of the trans- 
verse processes of this vertebra to the 
lumbar nerve roots (especially the fifth) of 
the sacral plexus. Removal of the processes 
on one or both sides has brought a high 
percentage of reported cures. 

The sacroiliac joints have for many years 
played a prominent part in the discussion of 
low back disorders. Strains and subluxa- 
tions were at first assumed to account for 
most of these cases. In recent years the 
pendulum has swung the other way. It 
would appear that these account for a com- 
paratively small number of the many cases 
considered under this symptom-complex. 

That muscle dysfunction, with its ten- 
dency to involve successively related groups 
of muscles (kinetic units), plays an impor- 
tant part in the production of the clinical 
picture and its chronicity, appears at least 
plausible. 

The importance of thorough examination 
lies in the circumstance that it enables us to 
distinguish purely traumatic from infectious 
processes, and to set aside cases due to a 
progressive disease. Failure to so distinguish 
properly may lead to harmful temporizing, 
and to therapy productive of great damage 
to the patient. 
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Some of these cases wear along and gen- 
erally recover without or despite treatment. 
With treatment, however, that is as intelli- 
gent as our knowledge (or imagination) will 
permit, one can hope to benefit and relieve 
many of these chronic sufferers. 

The simple alteration of shoes by Thomas 


“heels causes immediate relief from the 


symptom-complex of low back strain with 
aggravated muscle spasm in back and 
thighs and characteristic pains. The same 
is true of cases in which the length of the 


lower limbs is equalized. Whenever static 


or postural abnormalities are noted in these 
patients, these abnormalities should be cor- 
rected as an aid to whatever other treatment 
may seem indicated. Occasionally a higher 
or lower heel will afford relief. Individuals 
with large pendent abdomens are made more 
comfortable with a suitable corset support. 

In the chronically weak fatigue back, due 
to muscle weakness from systemic causes, 
treatment should be directed to improve- 
ment of the. general condition. Periods of 
rest during the day, coupled with some 
simple exercises and other physiotherapeu- 
tic measures, are often helpful. 

A firm bed will afford more rest to dis- 
eased or injured back structures than will a 
more yielding one. Plaster jackets, adhesive 
strapping, etc., afford forms of temporary 
rest which allow the patient to be about. A 
simple, narrow belt at times will produce 
freedom from symptoms, especially when 
placed so low so as to grasp the gluteal 
muscles and so fix and support them. 

An excellent means of securing rest and 
relief for severe spastically contracted and 
shortened muscles is recumbency on a firm 
bed with Buck’s extension on both legs, 
with from fifteen to thirty pounds weight 
maintained continuously for from two to 
four weeks or longer if necessary. This 
often relieves pain and stretches shortened 
and contracted muscles. 

Application of various forms of heat— 
moist, dry, radiant, or diathermic—relieves 
pain and softens muscles. Such treatments 
followed by an increasingly vigorous mas- 
sage of the affected muscles and tissues, 
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preferably by a trained masseur, with 
special attention to painful and thickened 
areas, are useful therapeutic agents. Active 
and resistive exercises of obviously involved 
groups of muscles are likewise helpful. 

Forcibly stretching the posterior thigh 
and back structures—so-called straight leg 
raising—-under general anesthesia, causes at 
times improvement, and is a definite aid in 
the treatment of carefully selected cases. 

Individuals harboring definite or sus- 
picious foci of infection should have them 
removed when possible. Even in an 
obviously traumatic case, such removal may 
favorably terminate a chronic course. 

Because of the technical difficulties in- 
volved in excision of the fifth lumbar 
transverse process, and the present-day 
difficulty in accurately differentiating the 
site and character of symptom-producing 
lesions, this operation has as yet only a 
limited field of application and should not 
be generally advocated. 

Cases which might probably be relieved 
by manipulations should be given the benefit 
of at least fair trial. It is in these latter 
cases that our chiropractic brethren occa- 
sionally “put it over.” That they fail often, 
or aggravate cases by their manipulations, 
does not affect the advertising that comes to 
them from the occasional cure. 





Medicinal Induction of Labor. 


Baitey (Lancet, Feb. 6, 1926) bases his 
paper on the observation of 7%8 cases, 
making an attempt to assign to this treat- 
ment its correct place in obstetrics. From 
its comparative harmlessness the method 
may be legitimately employed in almost any 
case in which an early onset of labor is 
desired. 

The drugs are administered in the follow- 
ing way: A dose of two ounces of castor 
oil is given, and one hour later an ounce of 
a mixture containing quin. sulph., gr. x; 
acid. sulph. dil., min. x; glycerin, min. xx; 
sp. ‘chlor., min. v; and water to the half- 
ounce. One hour after this a simple enema 
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is administered. This is followed after two 
hours by another dose of the mixture; also 
three hours later; and again after four 
hours. In the cases of this series, which 
were also treated with pituitrin, this was 
adminstered in '4-cc. doses half-hourly, and 
continued until 3 cc. had been given, the 
initial dose being used five hours after the 
last dose of quinine. 

This method more nearly approximates 
that described by Watson; 40 grains of 
quinine are used in the course of treatment. 
If the patient complains of nausea or ring- 
ing in the ears the treatment is discontinued. 

Labor was successfully induced by purely 
medicinal means in 57 out of 78 cases, or 73 
per cent. These are divided into a small 
group of the earlier cases in which pituitrin 
was also used, and a larger group of later 
cases in which quinine and castor oil were 
alone used. It is interesting to note that the 
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percentage of successes in the later group is 
larger than in the earlier cases. It would 
appear that the additional use of pituitrin in 
no wise increases the possibility of success 
—a further contraindication to its use. 

This high percentage of successful induc- 
tions by medicinal means assigns to this 
method its place in obstetrics. 

In cases in which induction of labor is 
indicated but in which methods involving 
interference per vaginam are contraindi- 
cated, this treatment is definitely called for. 
Only in two of the series was Czsarean 
section found necessary after labor induced 
by this means had been given a short trial, 
but without it many would have been sub- 
jected to it, and in many the prognosis, 
after Czsarean section, would have become 
necessarily graver if mechanical attempts 
at induction of labor had previously been 
made. 


Reviews 


MopernN Mepictne: Its Theory and Practice. 
Edited by Sir William Osler, Bart., M.D., 
F.R.S. Third edition, thoroughly revised by 
Thomas McCrae, M.D., assisted by Elmer H. 
Funk, M.D. Volume III: Lea & Febiger, 
Philadelphia, 1926. Price $9. 

In reviewing the second volume of this 
excellent System of Medicine we congratu- 
lated the editors upon their ability to get out 
volume after volume in such quick succes- 
sion, since by this means the entire System, 
when it comes into the hands of the pur- 
chaser, may be considered up to date, 
whereas in some of the Systems which 
have heretofore been published, the last 
volume, which was truly modern, was a con- 
trast, as to the novelty of its contents, when 
compared with Volumes I and II. 

The editors have not only secured repre- 
sentative men to revise the articles which 
were published in the second edition, but 
have called to their aid new contributors, 
and it may be truly said that every page 
contains information which on the one hand 
is interesting to scientific medical men and 


on the other hand has much that is ap- 
plicable at the bedside. Students of med- 
icine of not so long ago will remember that 
for years it was universally considered that 
the acidity of the gastric juice was 0.2 per 
cent, and will note with interest that it is 
now equally universally considered, by those 
who do special work along these lines, that 
the correct acidity is 0.4 or 0.5. The re- 
markable advances which have been made 
in'our knowledge of the pathology of the 
stomach, duodenum and biliary tract receive 
adequate consideration. 

We note with interest that Dr. Futcher, 
in his article on Gout, reminds us that 
hardly a year passes without some drug ap- 
pearing which claims to be a solvent of 
uric acid, but each one almost invariably 
fails to justify the claims made for it. He 
mentions specifically piperazin, lycetol, lysi- 
din, and urol, all of which have been 
advocated as uric acid solvents, and have 
proved to be failures. Any advantage which 
has followed their use must be attributed in 











his opinion to the fact that by ordering them 
the patient is induced to drink more water. 
It must not be thought, however, that 
Futcher does not deal adequately with the 
treatment of gout, because he considers the 
use of various mineral waters, the local 
management of the acute attack, and such 
old-fashioned but nevertheless efficient reme- 
dies as colchicum, the salicylates, and of 
course diet. 

There are a number of colored plates 
scattered through the volume which add 
materially to its interest and clinical use- 
fulness. 

The great advances which have been made 
in the examination of the air passages and of 
the upper digestive tube within the last few 
years, largely under the lead of Chevalier 
Jackson, has been fully recognized in arti- 
cles contributed by Chevalier Jackson and 
another by one of his assistants, Clerf. 

Naturally the editors have turned to 
duBois for the chapter upon Metabolism 
from the standpoint of the practitioner. 
That wheel-horse in the study of gastric 
diseases, Dr. Stockton, who began several 
decades ago his successful career in gastro- 
enterology, provides the first article in this 
volume on the Diseases of the Digestive 
Apparatus. 

The original article by Dr. Riesman upon 
the Mouth and Salivary Glands has been 
revised by Dr. Henry K. Mohler of the 
Jefferson College, and what better con- 
tributor could be chosen for Diseases of the 
Pancreas than Dr. Eugene L. Opie? 

Naturally the article which was originally 
contributed by the late Dr. A. O. J. Kelly 
on Diseases of the Liver and Near-by 
Structures had to be revised by Dr. B. B. 
Vincent Lyon. 

The only contributor to this volume who 
lives outside of the United States or Canada 
is Sir Humphrey Rolleston, who writes upon 
Diseases of the Peritoneum. 

This epoch-marking System of Medicine 
(and this description of it is well justified) 
has, we note with interest, been as well 
reviewed in journals on the other side of 
the Atlantic as by those that are published 
in this country. Our readers will look for- 
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ward with interest to the appearance of the 
remaining volumes, and when the System 
is completed can rest assured that they may 
truly say that everything in medicine, in 
distinction from surgery, which they need 
know about has been placed at their right 
hand. 


NeuriTIs AND NeuratciA. By Wilfred Harris, 
M.D., F.R.C.P. The Oxford University Press, 
New York, 1926. Price $4. 

It is interesting to note that the author 
has produced a book in excess of 410 pages 
dealing with a group of conditions which are 
definitély symptomatic and not organic in 
their nature—at least one would so think 
from its title. When, however, we come 
to examine the text itself, we find that the 
author is fully alive to the fact that neuritis 
and neuralgia are manifestations in many 
instances not only of a general condition of 
the system but of definite localized lesions, 
and pictures are shown illustrating periph- 
eral nerve changes in Erb’s paralysis, in 
scoliotic sciatica, and the results of pressure 
by gummatous growth. A considerable 
amount of the text is devoted to the various 
therapeutic measures which have become 
well recognized in the treatment of these 
conditions. The author discusses under the 
head of “Sluder’s neuralgia” what is equally 
well known as sphenopalatine neuralgia. 
Harris differs, however, from Sluder, who, 
he says, considers this pain is due to an 
infection of the sphenopalatine ganglion, 
although he, admits that cocainization of 
the ganglion may temporarily arrest pain. 
He thinks that certain forms of migraine, 
or what he calls ciliary neuralgia, are to be 
looked upon as a spasmodic vasomotor 
neurosis rather than due to local diseases of 
any ganglion or nervous structure. He be- 
lieves strongly in the use of alcohol injec- 
tions for the relief of constant pain in the 
different branches of the fifth nerve, and 
recognizes the value of lumbar puncture in 
certain cases of pain. There is an illustra- 
tion of a case of idiopathic clonic spasm of 
the face completely arrested by alcoholic 
injection of the facial nerve in the stylo- 
mastoid foramen, thereby causing partial 
facial paralysis. 
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Neuritis and neuralgia are conditions for 
which physicians are constantly consulted, 
and medical men will find much of great 
interest well presented in this volume. 


DISEASES OF THE NEw-BoRN. By John.A. Foote, 
M.D. The J. B. Lippincott Company, Phila- 
delphia, 1926. Price $5. 

The subtitle of this book is “A Mono- 
graphic Handbook,” which would naturally 
lead one to suppose that the text is a 
true monograph in the sense of being writ- 
ten by Dr. Foote. As a matter of fact it 
includes chapters by five other writers. It 
is copiously illustrated with eighty-five pic- 
tures and two charts and is divided into 
fifteen chapters, beginning with the Injuries 
and Accidents at Birth; The Care of the 
New-born Child; The Problems of Breast 
Feeding ; Diseases of the Skin in the New- 
born; Their Contagious Diseases; Their 
Chronic Infections as Represented by Syph- 
ilis and Tuberculosis; Congenital Heart 
Disease and Other Deformities, and even 
extends to Habit Formation in the New- 
born. There is a chapter upon New-born 
Mortality from Hemorrhage and Other 
Birth Injuries and the Problems of Pre- 
natal, Natal, and Neo-natal Mortality. The 
text appears in large type heavily leaded, 
and is an interesting contribution to a sub- 
ject ever uppermost in the minds of pedia- 
tricians. ; 

Pediatricians and general practitioners 
who see many new-born children will do 
well to purchase this book. 


An INTRODUCTION TO THE STUDY OF X-RAYS AND 
Rapium. By Hector A. Colwell, M.D., D.P.H., 
and Cecil P. G. Wakeley, F.R.C.S., F.R.S. The 
Oxford University Press, New York, 1926. 
Price $3.35. 


The object and stope of this little book is, 
as the authors state, exactly indicated by its 
title. It is intended solely as an introduc- 
tion to the study of a very large subject 
which has already developed an enormous 
literature of its own, both from the purely 
scientific and from the medical aspects. The 
authors base much that they have to say 
upon their experience at King’s College 
Hospital, London. They well point out that 
the taking of skiagrams and their interpre- 
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tation cannot be learned from books, and 
that attempts at carrying out radiation 
therapy without adequate practical instruc- 
tion can only result in disaster. Neverthe- 
less, it is manifest that every practitioner of 
medicine or surgery should have at least a 
correct conception of what these relatively 
new therapeutic and diagnostic agents are 
capable of doing. 

It is interesting to note, in connection 
with the use of these agents in the treatment 
of- certain cases of malignancy, that the au- 
thors, in the case of a patient refusing 
operation, express their very definite opin- 
ion as to the necessity for operation and 
explain that they regard the radiation treat- 
ment as frankly experimental, although they 
by no means take a pessimistic view of 
radiation therapy for malignant disease. To 
put it differently, they think that the time 
certainly has not yet come when it is proper 
to regard this form of treatment as a sub- 
stitute for operation. 

The text is illustrated by 37 pictures de- 
signed to make the text more lucid. It is 
a book which can be cordially recommended 
to those who are interested in this phase of 
diagnosis and treatment. 


THE CLINICAL INTERPRETATION OF THE WASSER- 
MANN Reaction. By Robert A. Kilduffe, A.B., 
A.M., M.D. Illustrated. Lea & Febiger, Phila- 
delphia, 1926. Price $2.50. 

Dr. Kilduffe, who has had ample experi- 
ence to qualify him to prepare this little 
book of less than 200 pages, begins by dedi- 
cating it to Dr. Allen J. Smith, the Professor 
of Pathology in the University of Pennsyl- 
vania, and Dr. John A. Kolmer, one of the 
leading serologists of this country. 

As the author points out in his preface, 
the Wassermann test is unfortunately more 
frequently applied than wisely interpreted, 
since most practitioners do not clearly under- 
stand the problems in connection: with its 
employment. It is for this purpose, namely, 
to bring before the practitioner the knowl- 
edge which should govern him as to patients 
under his care, when the Wassermann test 
is performed, that Dr. Kilduffe has exam- 
ined standard texts and the current medical 
literature, and then included his own ex- 














perience. Because he has prepared the 
book for practitioners he has made no 
attempt to enter deeply into the tech- 
nical complexities surrounding the mechan- 
ism or application of the complement- 
fixation test in syphilis, nor has he en- 
deavored to present a volume for the 
skilled serologist. In the space of about 
190 pages he has made up twenty-nine 
chapters, beginning with the underlying fac- 
tors in the utilization of this test and the 
technical principles which are involved. In 
Chapter VIII he deals briefly with the reac- 
tion to syphilitic infection, and in the follow- 
ing chapters deals with the Wassermann test 
in primary, secondary, and tertiary syphilis, 
and, last of all, naturally, takes up so-called 
“Jatent syphilis.” He deals with this test 
in pregnancy and in the prenatal state, and 
in congenital syphilis, and writes on pro- 
vocative reactions. In Chapter XXII he 
discusses briefly the relationship of the com- 
plement-fixation test to the treatment, of 
syphilis, and in Chapter XXIII the relation- 
ship of this test to the cure of the disease, 
and in a very brief chapter (XXV) he deals 
with the face value of this reaction. The 
closing chapter is devoted to the methods 
which should be employed for the collection 
of specimens for use in the laboratory. 


Mopern MetHops oF AMPUTATION. By Thomas 
G. Orr, A.B., M.D., F.A.C.S. Illustrated. The 
C. V. Mosby Company, St. Louis, 1926. Price 
$3.50. 

In this most timely book Orr calls atten- 
tion to the fact that amputations should be 
so planned that not only is life saved, but 
function, so far as this is possible, is pre- 
served. It has been abundantly proven that 
this consideration of function and the knowl- 
edge of the apparatus to be worn after 
healing of the wound are important factors 
in planning not only the length of the 
. Stump, but the management of the bone 
and the suture of the soft parts. 

Orr is in accord with the now accepted 
view that the periosteum should be removed 
from the end of the divided bone for a dis- 


stance of 4 to 1 cm., and moreover a small - 


quantity of the medulla should be curetted 
out. After amputation early full motion of 
the nearest joint is urged. 
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There is a chapter devoted to amputation 
stumps and conditions which either cause 
pain or interfere with function. It is noted 
that arm stumps may be lengthened from 
one-half to one inch by cutting across the 
insertion of the pectoralis major, thus per- 
mitting the pushing up of the axillary fold 
and giving greater fitting length for the arti- 
ficial limb. 

As for skin grafts on the stump they are 
regarded as unsatisfactory if an artificial 
appliance is to be worn. Bearing on re- 
amputation of stumps caution is given that 
as long as such a stump has a brawny feel 
in the area to be cut it is wiser to treat this 
condition until the parts have softened, 
which is an indication that infection has 
subsided. 

The technique of amputation does not 
widely differ from that ordinarily set forth. 

Bearing on amputations of the hand it is 
pointed out that a finger may seem crushed 
beyond possibility of recovery but still may 
heal and produce a part with function far 
superior to a short stump. One finger or 
thumb, if it have good motion, will be more 
useful than a complete artificial hand. 

As a rule amputation through the wrist 
is undesirable, it being difficult to fit an 
artificial hand. When it is fitted the appara- 
tus projects beyond the length of the normal 
hand. 

The seat of choice in the forearm, from 
the standpoint of fitting, is at the junction 
of the lower and middle thirds. Any point 
above this, to within three inches of the 
elbow, will produce a good stump. 

Amputation at the elbow-joint should not 
be done. The best arm amputation is that 
immediately above the condyles. At any 
point above this to within three inches of 
the joint, fitting may be satisfactory. In 
amputating higher than three inches from 
the shoulder-joint, it is better to leave the 
head of the humerus in its socket to pre- 
vent a flattening of the shoulder, which may 
be apparent through the clothing. 

In amputation of the foot locomotion and 
weight-bearing are to be considered. The 
leaving of a single toe is not desirable, since 
it later constitutes a disability. This is true 

even of the great toe. 
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Amputation through the metatarsals will 
produce a good stump. Chopart is not 
advised, nor is the Pirogoff, it being ex- 
tremely difficult to fit an artificial appliance. 
If the Lisfranc operation cannot be done 
the next point of election should be just 
above the malleoli, this giving a good end- 
bearing stump. The next point of election 
in the leg is through its middle third. If 
the stump cannot be at least three inches in 
length the amputation should be performed 
just above the knee. The thigh stump 
should be made as long as possible, except- 
ing that an operation carried through the 
knee-joint is undesirable. 

A thigh stump shorter than two inches 
measured from the perineum is of no value 
from the standpoint of fitting an appliance 
and should be avoided. The Gritti-Stokes 
opetation—4.e., section through the condyles 
and covering all the sawn surface of the 
femur with the patella with its articular 
surface sawn away—gives good results. 

There is a section on Cinematiplastic 
Amputations, by which is meant those which 
help to make possible the direct transmission 
of voluntary movement from the stump to 
the artificial limb. The usual procedures 
are briefly described. 

There is a final chapter on Artificial 
Limbs and Artificial Limb Fittings, includ- 
ing a section on temporary provisional arms 
and legs. This section is briefly covered. 

The subject-matter is included in 114 well 
printed, clearly illustrated pages and em- 
bodies all that is worth while to the practical 
surgeon in his dealing with cases calling for 
amputation. 


Younc’s Practice oF Urotocy. By Hugh H. 
Young and David M. Davis, with the collabor- 
ation of Frank P. Johnson. [IIlustrated, two 
volumes. W. B. Saunders Company, Phila- 
delphia and, London, 1926. 

This work differs from the excellent 
urologies that have preceded it and which 
have seemed adequately to fill the needs of 
the profession, from the circumstance that 
it is based primarily on a huge clinical ex- 
perience and embodies not only the opera- 
tions, diagnostic methods and treatment 
practiced by the distinguished author and 
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his colleagues, but also a description of the 
many ingenious instruments and procedures 
devised by Dr. Young, and the chemical 
agents which he and his associates so 
strongly advocate as serviceable in combat- 
ing infections. 

Young would have his book represent, not 
merely the current views on urology and 
the pronouncement of accepted practices; 
rather he has put it forth as a permanent 
addition to this branch of surgery, such, for 
instance, as are Hunter’s volumes on Vene- 
real Disease, Syphilis and Strictures of the 
Urethra, or Bigelow’s pronouncements on 
Litholapaxy. 

With this concept of the purpose of the 
book the reader might fear that it would be 
mainly filled with case histories, for which 
fear he would find no foundation. There is 
throughout a broad and logical discussion 
with special reference to underlying path- 
ology ; an entirely adequate symptomatology ; 
a most satisfactory and detailed exposition 
of the helps given by the laboratory and by 
instruments; a description of the uses to 
which these agencies may be put; and the 
technique by which best results may be 
obtained. 

The first volume is devoted to the Physi- 
ology and Pathology of Micturition; Ob- - 
structive Uropathy; Urogenital Infections 
and Infestations; Urolithiasis; Benign Hy- 
pertrophy of the Prostate; and Neoplasms 
of the Urogenital Tract. 

The second volume opens with Malforma- 
tions and Abnormalities of the Urogenital 
Tract, followed by Traumatism and Foreign 
Bodies of the Urogenital Tract; Ulcerative 
Lesions of the External Genitalia ; Diagnos- 
tic Significance of Special Urologic Symp- 
toms ; and a series of chapters on operations 
on the various parts of the urogenital tract. 
There are final chapters on Urology in In- 
fancy and Childhood; Urology and Urolo- 
gists in War; Testicular and Prostatic Or- 
ganotherapy ; Teaching of Urology. 

The authors have abundantly attained 
their object set forth in the preface of their 
book; that is, the making of a permanent 
contribution to the literature of urology. 
They have done something more, and for the 

present generation of greater importance. 














They have so utilized their immense and 
varied clinical material that the reader de- 
rives that same kind of help which he gets 
by personal attendance on clinics given by 
Young and his colleagues. 

It is a rare gift to so set forth in cold 
type one’s personal views and practices as 
to produce on the reader the mental effect 
of the spoken word and the breathing pa- 
tient. 

As one reads this book of Young and his 
associates .one follows step by step that 
careful examination, laboratory study and 
surgical treatment which have made the 
Brady Institute known and honored through- 
out the world. 


THe Principles AND Practice oF OBSTETRICS. 
By Joseph B. De Lee, A.M., M.D. Illustrated, 
Fourth Edition. W. B. Saunders Company, 
Philadelphia and London, 1924. 

This fourth edition of De Lee’s book, ac- 
cepted as a standard text by students and 
as a guiding reference by practitioners, 
maintains that conservative attitude which 
characterized the original work. 

Based as are its teachings on a large indi- 
vidual experience and a careful study of 
methods and résearches conducted in other 
hospitals and laboratories, the book through- 
out bears that authoritative personal touch 
which both the student and the busy doctor 
find helpful, stimulating, and dependable. 

Against the modern craze for operating 
without due cause there is throughout a 
strong protest. To quote the author’s words: 
“Watchful and armed expectancy has been 


proven to give the best results. Accordingly 


the indications for Czsarean section, for- 
ceps, version, pituitrin, bag dilators, have 
been very closely drawn.” 

As for Czsarean section when indicated, 
the author expresses a conviction as to the 
safety of the low cervical incision and pre- 
sents a series of illuminating illustrations 
giving the method of performing this opera- 
tion. He expresses the hope that both ob- 
stetricians and general surgeons will adopt 
this procedure when the indications for ab- 
dominal delivery are present. 

This book was based originally on the 
lecture notes prepared by its author for 
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junior and senior classes of the Northwest- 
ern University Medical School. Thereafter 
he considered the needs of the general prac- 
titioner and added sections in the hope that 
these might be helpful in lessening that mor- 
tality which constitutes a loss to the State 
and is‘a discredit to the medical profession. 

He has divided the subject-matter into 
four parts: The Physiology of Pregnancy, 
Labor, and the Puerperium; The Conduct 
of Pregnancy, Labor, and the Puerperium ; 
The Pathology of Pregnancy, Labor, and the 
Puerperium ; and Operative Obstetrics. 

There are many admirable illustrations, 
the majority original, all helpful in under- 
standing the text. 

Bearing on evidence of life of the fetus 
in utero, the author calls attention to a 
phenomenon which he states is not com- 
mon. Careful observation may show in the 
umbilical region of a thin, pregnant woman, 
near her term, a fine rising and falling 
movement of the abdominal wall occurring 
60 to 80 a minute, intermittent, and most 
marked in the region of the child’s chest. 
Moreover, it is stated that inspection of the 
newly born child before the first gasp will 
show minute movements of inspiration and 
expiration. 

As to the mental state of the fetus in 
utero it is noted that very shortly after 
birth the child will turn its face toward the 
light and draw its limbs from an obstructing 
object, start at a loud sound, lament if sub- 
ject to pain, and make a wry face if given 
an unpleasant solution such as quinine. 
Parvin’s contention that the child im utero 
lies in a dreamless sleep is opposed on the 
ground that mothers bearing children state 
that they can distinguish between sleep and 
waking, that the child will assume a more 
comfortable attitude after external manipt- 
lation, and that during labor it will draw its 
hands away from one’s grasp. 

There is a most interesting chapter on the 
Physiology of the Fetus, this following an 
admirable section on ovulation, puberty, 
menstruation, and conception. It is stated 
that in country districts during the harvest 
time there are few conceptions, this being 
attributed to fatigue of the worker. 
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Arguments are advanced to show that it 
is the ovum of the first menses missed that 
is fertilized. 

Most minute directions are given bearing 
on obstetrical cleanliness; directions which, 
if scrupulously, habitually and generally 
followed would do much to lessen maternal 
mortality. 
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There is a section, a most valuable one, on 
prenatal examination and care. 

A final section on Operative Obstet- 
rics, including in this the use of the forceps, 
is of singular clarity. It sets forth methods 
approved by a large personal experience, and 
successfully employed by the leading ob- 
stetricians of the world. 





Notes and Queries 


Honesty the Best Policy as to Health 
Examinations. 

The Boston Medical and S urgical Journal 
of March 25, 1926, reminds us that its 
policy has been to advocate and promote 
so far as possible the periodical physical 
examinations of supposedly healthy indi- 
viduals. It believes that this function 
should become an important activity of the 
family physician. It was in complete ac- 
cord with the effort recently made by the 
Committee on Public Health of the Massa- 
chusetts Medical Society in furthering this 
activity, and published with satisfaction the 
Handbook for Health Examinations by 
Physicians prepared by that committee. 

It thinks it timely, however, in view of 
the universal propaganda that the subject is 
receiving, to determine just wherein lies the 
real value of this procedure and to place it 
where it rightly belongs in the scale of med- 
ical activities. A public little trained in the 
evaluation of health work and the accom- 
plishments of medicine may well be led 
astray by the extravagant claims of enthusi- 
asts for the health examination, who are 
certainly creating the impression that this 
examination constitutes the sine qua non 
of longevity. 

The health examination is important; it 
is one step in the direction of improved 
health conditions, but it is only one step 
and many are necessary. The layman is led 
to believe by the overzealous proponents of 
health examinations that incipient disease is 
detected through its offices, and that the 
necessary environmental change may then 


be made to forestall the ultimate catastrophe. 
This is frequently true without question, but 
also it is frequently true that incipient dis- 
ease is not and cannot be detected, and if 
found the examiner is often powerless to 
prevent its progression. 

The Life Extension Institute in a recént 
advertisement states that heart disease, kid- 
ney disease, apoplexy, cancer and tubercu- 
losis are preventable diseases. This state- 
ment is partly true, but it is very largely 
untrue, and much harm may result from al- 
lowing the public to believe that it is entirely 
true. Certain types of heart disease, such 
as those due to syphilis, are largely prevent- 
able, and we wish that we could prevent such 
types as the rheumatic and arteriosclerotic, 
and perhaps occasionally we can, but it is 
only occasionally. To some degree we may 
prevent kidney disease, but our knowledge 


is decidedly too imperfect to allow us to ~ 


make such conclusive statements in honesty 
to ourselves and our patients. Given arterio- 
sclerosis, the prevention of which is in the 
shadowy border-land of knowledge, we can 
never with certainty predict freedom from 
the dangers of apoplexy. Early cancer may 
be cured, but it cannot be prevented. Tu- 
berculosis alone offers some hopes of be- 
coming a preventable disease, although even 
with this infectious condition our efforts 
will often be met with failure. 

The health examination is most decidedly 
a worthy objective, but in all honesty we 
should recognize its limitations even as we 
proclaim its virtues. 








